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ORIGINAL  ARTICLES. 


THE  ONE-HAND    METHOD    OF  TESTING   THE   TEN- 
SION OF  THE   EYE. 
bt  dr.  c.  s.  ayres, 

CINCINNATI. 

THE  testing  of  the  normal  and  abnormal  tension  of  the  eye 
is  an  every  day  necessity  in  the  duties  of  an  oculist. 
Many  conditions  require  it.  Cases  of  glaucoma,  cyclitis,  cho- 
roiditis, iritis  and  injuries  of  many  kinds  call  for  a  test  of  the 
tension.  Staphylomatous  as  well  as  shrunken  eyes  are  like!}' 
to  have  abnormal  tension,  and  this  point  must  be  delinitely 
known.  Cases  which  are  plain  or  well  or  obscure  ones  de- 
mand this  point  to  be  settled  almost  in  advance  of  other  con- 
ditions more  important.  We  must  differentiate  in  almost  any 
case  of  intraocular  disease  between  a  normal  and  abnormal 
ten.sion.  The  method  of  testing  this  question  is,  according 
to  text-books,  to  press  the  index  fingers  of  the  two  hands 
upon  the  closed  lids  of  the  eye  under  consideration,  and  then 
by  alternate  pressure  determine  whether  ther'e  is  any  devia- 
tion from  what  is  known  as  normal  tension.  The  fingers  are 
placed  on  the  ball  and  the  patient  directed  to  look  down  and 
then  the  pressure  is  made  on  the  lids  as  in  palpation  for  fluc- 
tutation.  Instruments  for  this  purpose  have  been  devised  but 
they  are  of  little  value  for  every  day  work.  The  finger  test 
is  the  best,  and  the  tactus  eruditus  is  acquired  [after  some 
practice.     For  a  good  many  years  I  have  been  using  the  in- 
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dex  and  middle  fingers  of  one  hand  in  preference  to  the 
method  above  stated. 

I  think  I  have  a  more  delicate  sense  of  touch  in  one  hand 
than  I  have  in  two.  The  method  is  as  follows:  The  patient 
is  directed  to  close  the  lids  gently  and  look  down.  The  two 
fingers  are  then  placed  on  the  evelid  and  pushed  up  against 
the  rim  of  the  orbit,  the  finger  nails  resting  against  it.  Then 
alternate  pressure  is  made  over  the  ball.  A  more  delicate 
sense  of  variation  from  the  normal  tension  can  be  detected  in 
this  way  than  by  the  ordinary  method.  I  usually  stand  on  the 
left  side  of  the  patient  and  use  my  left  hand  by  preference, 
but  can  use  either. 

One  of  the  advantages  of  this  method  is  that  in  making  the 
test  the  arm  is  free  and  at  rest.  It  is  particularly  useful 
when  examining  a  patient  lying  in  bed.  Here  one  has  to  lean 
over  sometimes  in  a  very  uncomfortable  position,  and  the 
arms  are  bent  at  right  angles  and  elevated  from  the  body.  In 
making  an  examination  under  these  circumstances,  with  two 
hands,  and  even  while  standing  and  when  the  patient  is 
sitting,  the  index  fingers  are  not  parallel,  and  point  some- 
what toward  each  other.  In  the  one-hand  method  the  fingers 
are  close  together  and  parallel  to  each  other  and  in  their 
normal  position.  In  my  judgment  we  derive  a  more  delicate 
tactile  sense  from  the  two  fingers  which  are  next  to  each  other 
than  we  do  from  the  index  fingers  of  the  two  hands  placed 
side  by  side. 

More  accurate  ideas  of  the  tension  are  more  quickly  ac- 
quired with  much  more  comfort  to  the  patient  and  to  the  sur- 
geon by  the  one-hand  method. 
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TWO  CASES  OF  SYPHILOMA  OF  THE 
CILIARY   BODY. 

CLINICAL   HISTORIES. 

By  Dr.  CH.  J.  KIPP, 

NEWARK,  X.  J. 

Microscopical  Examinations  and  ^Remarks. 

Bt  ADOLF  ALT.  M.D. 

THE  parts  of  two  eye  balls,  to  which  the  foliowino;  will  ap- 
ph' ,  have  been  in  my  hands  for  a  number  of  months,  but 
for  lack  of  space  I  have  been  thus  far  unable  to  describe  them. 
The  recent  monograph  on  the  syphiloma  of  the  ciliary  body 
by  Ewetzky*  prompts  me  the  more  to  do  this,  since, 
after  weeding  out  the  doubtful  cases,  this  careful  compiler 
has  been  able  to  make  use  of  only  67  undoubted  cases,  only 
23  of  which  had  been  enucleated.  Of  these  23  a  number  had 
evidently  been  insutficiently  examined.  A  few  cases  have 
since  been  reported  which  were  not  included  in  Ewetzky' s 
monograph,  the  last  one  by  F.  Tooke,  (Monatsbl.  f.  AiigenhJk. 
Beilageheft,  1903),  who,  also,  found  22  cases  previously  re- 
ported in  literature.  Tooke's  case  and  illustration  are  almost 
the  same  as  the  lirst  one  of  my  two  new  cases. 

It  is  not  unlikely  that  the  number  of  microscopically  ex- 
amined cases  represents  very  nearly  the  actual  number  of  eyes 
enucleated  on  account  of  syphiloma  of  the  ciliary  body.  The 
clinical  observations,  on  the  other  hand,  have  undoubtedly 
been  much  more  numerous  than  would  appear  from  the  pub- 
lished literature.  I  have  myself  seen  a  number  of  cases  in 
clinical  work  which  I  did  not  deem  of  sufficient  interest  to  re- 
port, and  the  same  probably  holds  good  for  a  great  many  clin- 
ical workers.  Nor  is  it  always  possible,  from  a  chnical  stand- 
point alone,  to  make  sure  whether  we  have  to  deal  with  a  real 
gumma  of  the  cihary  body,  or  whether  the  tumor  started  fur- 
ther back  in  the  choroid,  as  I  thought  in  at  least  two  cases 
which  I  observed  and  which  led  to  a  rupture  of  the  sclerotic 
behind  the  aequator  and  subsequent  phthisis  of  the  eyeball. 

Some  authors  have  doubted  the  correctness  of  the  diag- 
nosis  in   cases    in   which   a   comparatively  short   period  had 


*Ueber  das  Sj^philom  des  Ciliarkoerpers.     Prof.  Dr.  Th.  von  Ewetzky. 
S.  Karger,  Berlin,  1904. 
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passed  between  the  infection  and  the  appearance  of  a  tumor 
in  the  ciliary  body.  We  know,  however,  that  syphilis  is  far 
from  acting  according  to  rule,  so  to  speak,  and  that  as  we 
tind  precocious  affections  of  the  nerves,  for  instance,  the  optic 
nerve,  we  may  also  have  precocious  gummata.  Histologi- 
cally there  is  such  a  uniformity  in  the  findings  of  the  different 
authors  that  there  can  hardly  be  any  doubt  but  Avhat  the  diag- 
noses are  correct.  As  a  rule,  eyes  affected  with  a  sj-philoma 
of  the  ciliary  body  have  come  into  the  hands  of  the  microsco- 
pists  at  a  comparatively  late  stage  of  the  disease,  when  per- 
foration of  the  cornea  or  sclerotic  or  both  had  taken  place  and 
the  pain  had  driven  the  patient  to  consent  to  the  removal  of 
the  eyeball.  It  is  therefore  not  astonishing  that  in  almost  all 
of  the  published  cases  the  syphiloma  involved  a  large  extent 
of  the  ciliary  body.  This  fact  led  Ewetzky  to  state  that  the 
syphiloma  of  the  ciliary  body  always  forms  a  more  or  less 
complete  ring.  He  goes  on  to  say :  "With  this  I  do  not  at 
all  intend  to  deny  the  circumscript  type  of  the  syphiloma,  as 
described  in  the  cases  of  Alt  and  Coppez,  but  I  must  state 
that  these  cases  are  not  convincing  to  myself,  since  these  au- 
thors did  not  examine  their  cases  in  series  of  sections.  At 
least  they  do  not  so  state." 

As  concerns  the  case  of  Coppez  I  have  nothing  to  say, 
as  this  author  can  surely  answer  for  himself.  In  my  own 
case  {Knapp's  Archives  of  Ophfh.,  Vol.  vi.,  p.  318)  I  have 
made  numerous  sections  through  the  eye  and  still  possess  a 
number  of  them.  That  the  tumor  was  an  isolated  one  and 
not  a  ring-shaped  or  partly  ring-shaped  one,  I  can  still  prove 
by  these  sections.  What  it  might  have  been  later  on  is  not 
the  question,  but  it  seems  to  me  not  at  all  unreasonable  to 
assume  that  a  syphiloma  in  the  ciliary  body,  as  well  as  else- 
where, does  not  begin,  so  to  speak,  full  grown,  but  rather  as 
a  very  small  nodule,  which  only  gradually  increases  in  size  as 
it  involves  the  neighboring  tissues.  Figure  1  is  a  photograph 
made  from  one  of  these  old  sections,  nearly  through  the  center 
of  this  small  tumor.  It  has  lost  its  stain  and  therefore  shows 
but  little  detail.  It  shows,  also,  that  while  the  eye  was  other- 
wise gravely  diseased,  llu-  lunior  had  not  yet  Ijiokcn  tliroiigli 
inwardlv  or  outwardly. 
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The  following  is  Dr.  Kipp's  history  of 

Case  I. — "S.  P.,  aged  22,  a  slender  but  well  developed  man 
who  has  only  recently  come  to  this  country  from  Italy, was  first 
seen  on  May  14,  1903.  His  right  eye  was  normal,  V=  ^5. 
His  left  eye  was  almost  blind.  There  was  only  perception  of 
light.  The  lids  were  normal.  The  movements  of  the  globe 
were  unimpeded  in  all  directions.  The  ocular  conjunctiva  was 
intensely  injected  and  slightly  raised  by  effusion.  The  cornea 
was  hazy  and  the  epithelium  Avas  roush  and  uneven.     The  an- 


terior chamber  appeared  of  normal  dimensions,  and  its  outer 
half  was  filled  with  a  yellowish  mass,  like  a  fibrinous  exudation. 
Only  the  inner  half  of  the  iris  was  visible.  This  was  swollen 
and  discolored.  The  pupil  was  closed.  He  was  suffering 
great  pain  in  the  eye.  All  that  I  could  learn  of  the  previous 
history  of  the  case  was  that  he  was  otherwise  in  good  health, 
and  that  the  eye  had  been  red  and  painful  /?re  days  before  he 
come  to  me.     He  denied  having  had  syphilis. 

The  case  was  looked  upon  as  one  of  irido-cyclitis.  Atropine 
and  cocaine  were  instilled  at  short  intervals.  Warm  fomen- 
tations were  applied  several  hours  daily ;   six  leeches  were  ap- 
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plied  to  the  temple  and  the  salicylate  of  sodium  was  given  in- 
ternally. 

May  l(i. — The  only  visible  change  is  a  slight  dilatation  of 
the  inner  half  of  the  pui)il. 

May  19. — The  patient  is  now  in  the  City  Hospital.  There 
is  now  some  bulging  of  the  sclera  adjoining  the  outer  margin 
of  the  cornea,  and  at  about  2  mm.  outwards  of  the  outer 
corneal  margin  in  the  horizontal  meridian  there  is  now  a  dark 
colored  spot  about  the  size  of  a  pin  head;  T+1.  He  has 
intense  pain  in  the  eye. 

May  21. — Increased  bulging  of  the  sclera;  the  dark  col- 
ored spot  has  increased  to  the  size  of  a  lentil,  and  another 
small  spot  has  made  its  appearance  about  2  mm.  above  the 
first  one.  In  the  cornea  adjoining  the  bulged  portion  of  the 
sclera  there  is  now  an  infiltration  of  crescent  shape  apparently 
in  the  deepest  layers. 

May  24. — The  bulging  of  the  sclera  has  extended  above  and 
below  and  is  increased  in  height.  Both  the  dark  colored 
spots  have  increased  in  all  dimensions,  and  the  two  are  con- 
nected by  a  ridge  of  raised  conjunctiva.  The  cornea  is  more 
hazy;  the  anterior  chamber  contains  blood  in  addition  to  the 
yellow  mass.  Believing  that  I  had  to  deal  with  an  intraocu- 
lar growth,  I  enucleated  the  globe.  During  the  operation  a 
drop  of  clear  fluid  escaped  from  the  larger  darkened  colored 
protrusion  in  the  sclera.     The  wound   healed  in  a  few  days." 

In  a  letter  dated  jNIay  31,  1903,  referring  to  this  eye.  Dr. 
Kipp  says:  "I  have  just  learned  through  a  comi)etent  inter- 
preter that  tlie  Italian  whose  eye  I  sent  to  you  had  a  sore  on 
the  penis  three  ^ears  ago,  for  which  he  was  treated  with  mer- 
curial inunctions.  No  secondary  symptoms  devehpfd.  Six 
months  ago  he  underwent  another  course  of  inunctions,  not 
because  he  had  any  particular  aihncnt,  but  because  bethought 
that  he  could  thereby  prevent  the  usual  ('onse(|uences  of  syph- 
ilis. I  also  learned  that  his  mother  died  of  a  malignant  tumor 
of  the  abdomen." 

MfK-rosropir  Inspection. — The  conjunctiva  is  swollen  and 
very  hyperaMnic,  especially  near  the  })art  where  a  mass  of 
tissue  has  penetrated  the  corneo-scleral  tissue  and  spread  to 
some  extent  outside  of  it.  This  tissue  is  in  dirrtl  conni'ttion 
with   llic   cnorniously   swollen    ciliary   body   and   rc|)la(('s   llic 
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iris  on  this  side,  in  meridional  sections.  The  new  formed 
tissue  stretches  across  where  the  pupil  should  be  and  is  at- 
tached to  the  iris  on  the  other  side.  The  anterior  chamber  is 
filled  with  a  coagulated  substance.  The  lens  is  pressed  down 
and  inward  by  the  swollen  ciliary  body  and  its  capsule  is  rup- 
tured.    The  optic  nerve  is  atrophied.      (Fig.  2.) 

Microscopic  Examination. — The  tumor  of  the  ciliary  body 
starts  at  the  beginning  of  the  pars  non  plicata  and  reaches 
forward  into  the  iris  which  has  lost  its  characteristics.  At 
the  corneoscleral  margin  the  tumor  has   broken  through   the 


Fig.  2. 


hard  membranes  and  expanded  to  some  extent  outside  of  the 
site  of  the  perforation  under  the  conjunctiva.  It  consists 
altogether  of  small  round  cells,  mostly  mononuclear,  a 
smaller  number  being  of  the  polymorphonuclear  kind. 
There  are  a  number  of  small  necrotic  areas  here  and  there. 
A  few  stellate  pigmented  cells  are  enclosed  between  the  round 
cells.  The  tumor  proper  contains  but  few  blood  vessels. 
The  pigment  epithelial  layer  in  the  pars  non  plicata  is  broader 
than  normal  and  its  cells  are  beginning  to  break  up.  In  the 
pars  plicata  the  pigment  epithelium  cells  have  yielded  alto- 
gether to  the  pressure,  their  pigment  is  free  and  the  bound- 
ary line  which  thev  formed  is  broken  through  by  the  cells  of 
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the  tumor  which  extends  somewhat  into  the  vitreous  space. 
Pigment  granules  are  again  encountered  in  the  extra  ocular 
part  of  the  tumor,  where  pigmentation  had  been  clinicall}' 
observed.  The  cells  of  the  tumor,  have  infiltrated  the  cornea 
and  sclera  in  the  neighborhood  of  the  perforation  and  spread 
into  the  iris  which  can  onl}^  be  recognized  as  such  by  a  line 
of  free  pigment  granules,  the  remnants  of  its  retinal  layers. 
I  have  not  been  able  to  find  either  epitheloid  or  giant  cells 
anywhere  in  this  tumor. 

The  contents  of  the  anterior  chamber  are  blood,  coagu- 
lated fibrine  and  some  tumor  cells.  Tumor  cells  and  fibrine 
lie  also  in  the  vitreous  body  behind  the  lens.  The  lens  is 
pushed  to  one  side  and  backwards,  and  it  is  smaller  than 
normal.  Where  its  aequator  is  in  contact  with  the  tumor  the 
folded  lens  capsule  is  firmh^  adherent  to  this.  Anteriorly  to 
this,  the  capsule  is  ruptured  and  tumor  cells  have  crept  in  be- 
tween the  disintegrating  lens  fibres. 

The  iris,  the  part  of  the  ciliary  body  which  is  not  involved 
in  the  tumor,  and  the  choroid  are,  also,  densely  infiltrated 
with  round  cells  and  very  hyperpemic.  The  retina  is  detached 
and  shows  small  cell  infiltration  in  the  nerve  fibre  layer. 

On  account  of  the  dense  cell  infiltration  in  all  the  parts 
affected  it  is  not  possible  to  recognize  any  changes  in  the 
blood  vessel  walls. 

The  history,  as  well  as  the  histological  conditions  leave  no 
doubt  in  my  mind  as  to  the  true  nature  of  this  tumor  which 
I  do  not  hesitate  to  consider  a  syphiloma  of  the  ciliary  body. 
This  particular  syphiloma  was  old  enough  to  have  invaded 
quite  a  large  jnirt  of  the  ciliary  body  and  thus  it  forms  a  part 
of  a  ring. 

The  following  is  Dr.  Kipp's  history  of 

Case  II. — "N.  K.  S.,  an  American,  41)  years  of  age,  was 
brought  to  my  office  by  his  physician  in  June,  1891.  The 
doctor  told  me  that  the  man  was  under  his  treatment  for 
syphilis  and  that  his  eyes  had  been  inllamed  for  a  week  or 
more.  ]  found  that  his  left  eye  was  normal  in  appearance 
and  V= Yft.  The  right  eye  was  deeply  injected,  but  there  was  no 
chemosis.  The  cornea  was  hazy,  and  Descemet's  membrane 
was  the  seat  of  a  dense  deposit  of  whitish  particles.  The  iris 
was  discolored  and   swollen.      The    [)upil    contracted   and   ex- 
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eluded.  He  had  good  perception  of  light.  I  advised  con- 
tinuation of  the  mercurial  treatment  and  atropin  solution  and 
warm  applications  to  the  eye.  The  patient  did  not  return  to 
me  till  six  weeks  later,  when  I  found  the  eye  worse  in  every 
respect.  There  was  now,  also,  a  hypopyon  and  the  iris  was 
covered  by  a  thick,  yellowish  exadiition.  The  mercury  was 
continued.  He  returned  a  month  after  this  last  visit  with  the 
statement  that  he  could  not  endure  the  pain  any  longer,  and 
that  his  family  had  advised  him  to  have  the  eye  removed.  At 
this  visit  I  found  in  addition  to  the  intense  injection  of  the 
entire  globe  extensive  chemosis.  There  were  now  in  the  sclera, 
a  few  mm.  from  the  outer  margin  of  the  cornea,  several  small 
black  nodules  raised  a  mm.  above  the  level  of  this  membrane. 
The  cornea  was  so  hazy  that  the  iris  could  scarcely  be  seen. 
The  anterior  chamber  was  obliterated.  The  pupil  closed. 
There  was  only  faint  perception  of  light  and  the  tension  was 
markedly  increased.  lyielded  to  his  entreaties  and  enucleated 
the  globe  on  the  following  day.  The  wound  healed  without 
reaction.  Since  then  the  patient  has  been  in  good  health. 
He  has  now  no  manifestation  of  syphilis." 

The  half  of  this  eyeball  which  Dr.  Kipp  sent  me  was  not 
very  well  preserved  and  was  soft  in  consequence.  It  was  not 
possible  to  make  very  fine  sections  and  its  tissues  did  not  take 
up  the  stains  very  well,  although  sufficiently  well  for  exam- 
ination. 

Macroscopic  Inspection. — A  tumor  occupies  the  site  of  the 
ciliary  body,  starting  backwards  in  the  par^  non  plicata  and 
reaching  forward  to  a  place  of  perforation  in  the  corneoscleral 
region.  A  faint  dark  line  shows  that  the  iris  periphery  was 
here  forced  outward  into  the  channel  of  the  perforation  so 
that  its  pupilary  edge  lies  close  to  the  posterior  surface  of 
the  cornea.  The  ciliary  body  diametrically  opposite  to  the 
tumor,  in  meridional  sections,  is  atrophied  but  covered  on  its 
inner  surfape  by  tumor  tissue  in  which  the  iris  is  also  imbed- 
ded. The  whole  of  the  anterior  chamber  is  filled  with  a  tis- 
sue the  nature  of  which  is  not  recognized  on  macroscopic 
inspection  (Fig.  3). 

Microscopical  ^Examination : 

The  tumor  of  the  ciliary  body  has  not  only  perforated 
outwardly  through  the  corneoscleral  tissue   but   also   broken 
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through  the  pigment  epithelium  layer  of  the  purs  plieata  to- 
ward the  interior  of  the  eyeball.  It  has  taken  up  the  iris  so 
that,  but  for  a  faint  remnant  of  pigment  granules,  it  can  no 
longer  be  recognized.  The  pigmented  parenchyma  cells  of 
the  ciliary  body  have  all  disappeared.  The  i)igment  epi- 
thelium cells  have  been  destroyed,  ])ut  their  pigment  lies  as 
yet  free  between  the  tumor  cells  in  such  a  manner  as  to 
show  the  inner  limit  of  the  ciliary  body.  The  tumor  itself 
consists  of  closely  packed  small  mononuclear  aud  polymor- 
phonuclear cells  which  in  several  large  patches  are  necrotic. 
Where  the  tumor  has  broken  throusfh  the  hard  memuranes 


its  cells  have  infiltrated  the  adjacent  sclerotic  and  cornea 
and  the  tumor  has  spread  mushroom-like  under  the  very 
hyi)eriemic  and  densely  infiltrated  conjunctiva.  There  are 
neither  e[)itli('l()id  nor  giant  cells.  The  tumor  is  in  places  (juite 
vascular.  Tumor  cells  stretch  in  meridional  sections  from  one 
ciliary  body  to  the  other,  like  a  cyclitic  membrane*  and  cover 
the  inner  surface  of  the  ciliary  body  opposite  the  tumor  as  a 
thick  mass.  This  part  of  the  ciliary  body  appears  com- 
pressed an<l  uninlilt rated  by  round  cells,  altlumgh  the  choroid 
fartlier  l)a<l<  shows  considerable  cell  infiltration.  The  iris 
on  both  sides  of  such  sections  is  replaced  by  tumor  tissue 
and  only  recognized  by  the  remnants  of  its  pigment. 
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The  anterior  chamber  is  filled  by  the  remnants  of  the 
crystalline  lens.  The  lens  capsule  has  evidently  been  rup- 
tured in  a  number  of  places,  and  shreds  of  it  are  seen  here 
and  there  in  the  mass  of  broken  up  lens  fibres  and  tumor 
cells.  The  lens  remnants  look  exactly  as  they  do  after  a  dis- 
cision  of  the  lens  capsule  or  in  a  case  of  traumatic  cataract, 
soon  after  the  occurrence  of  the  injury. 

There  is  a  general  infiltration  of  round  cells  in  the 
choroid.     The  retina  is  detached  and  atrophic. 

The  similarity  of  these  two  tumors  with  others,  described 
in  literature,  as  well  their  history,  does  not  allow  of  any  doubt 
as  to  their  true  nature  as  syphilomata  of  the  ciliary  body. 
The  second  case  was,  also,  of  sufficiently  long  standing  to 
allow  the  tumor  to  have  spread  in  the  ciliary  body  to  some 
extent  and  to  have  assumed  the  shape  of  part  of  a  ring. 

The  destruction  of  the  lens  capsule,  which  has  been  found 
.in    these   two   cases,    seems    to    be    rather    characteristic    of 
syphiloma  of  the  ciliary  body  and  has   been  observed   when- 
ever the  tumor  was  of  sufficiently  long  standing  and   size  to 
influence  the  lens  tissue  directlv. 
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PROCEEDINGS  OF  THE  OPHTHALMOLOGICAL 
SOCIETY  OF  THE  UNITED  KINGDOM.* 

John  Tweedy  P.R.C.S.,  President,  in  the  Chair. 

Thursday,  October  29th,  1903. 

The  President  delivered  his  opening  address,  in  which 
he  briefly  sketched  the  history  of  the  Society.  He  drew  at- 
tention to  several  of  the  past  presidents,  and  made  feeling 
allusion  to  the  recent  death  of  one  of  the  oldest  members  of 
the  Society,  Mr.  Gp:orge  Lawson. 

Tumor  of  the  Choroid. 

This  case  was  related  by  Mr.  Nettlesiiip. 

The  patient  was  a  female,  aged  24,  who  had  lost  the  use 
of  the  right  eye.  The  eye  was  quite  blind  and  in  a  condition 
of  absolute  glaucoma.  The  eye  was  removed  by  Mr.  Nettle- 
ship  in  1894,  and  when  last  heard  of  six  years  later  the 
patient  was  in  good  health.  There  was  a  doubtful  histoiy  of 
tuberculosis  in  the  family.  The  vision  of  the  eye  was  defect- 
ive when  the  patient  was  15  years  of  age  from  detachment  of 
the  retina.  There  was  a  bulging  in  the  ciliary  region,  and  as 
the  eye  was  painful  it  was  removed.  There  was  a  large 
staphyloma  near  the  ciliary  region  on  the  outer  side,  and  cor- 
responding to  it  internally  there  was  an  angiomatous  sarcoma; 
the  cells  were  round  and  oval,  and  it  was  somewhat  pig- 
mented. This  was  surrounded  by  a  stratum  consisting  of 
fibrous  tissue  in  which  there  was  much  cholestcrin.  The 
optic  nerve  was  atrophied  and  there  were  one  or  two  outlying 
nodules.     Probably  hiemmorrhage  was  the  origin. 

Mr.  J.  H.  Parsons  thought  the  case  was  almost  uni(|ue. 
Fuchs  and  Leber  had  collected  cases  associated  with  shrunken 
globes  and  definite  cyclitic  changes,  lie  thought  the  condi- 
tion suggestive  of  necrosis  of  the  sarcoma. 

♦British  Medical  .Journal. 
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Tumor  of  the  Choroid. 

Mr.  J.  H.  Fisher  described  this  case: 

The  patient  was  a  woman,  aged  52,  whose  left  eye  he  had 
excised  in  October,  1902;  six  years  before  there  was  a  cataract 
with  detachment  of  the  retina,  ascribed  to  a  blow.  The  eye 
was  removed  on  account  of  pain.  A  small  vascular  spindle- 
celled  growth  was  found  near  the  entrance  of  the  optic  nerve. 
It  was  pigmented  and  haemorrhagic  and  showed  some  signs  of 
necrosis.  A  column  of  sarcoma  cells  could  be  traced  along 
one  of  the  posterior  ciliary  nerves. 

The  speaker  discussed  the  possible  transmission  of 
material  from  one  eye  to  the  other  as  in  those  doubtful  cases 
where  sympathetic  disease  had  been  said  to  follow  similar 
conditions. 

Tobacco  Amblyopia. 

Major  F.  O'Kixealy  describes  this  case: 

The  patient  was  an  Irishman,  aged  42,  with  a  specific  his- 
tory. He  had  lived  in  India  nearly  all  his  life  and  was  a 
clerk.  He  had  been  a  very  heavy  smoker,  accounting  for  as 
many  as  500  Burmah  cheroots  per  month  of  the  cheap  and 
rank  variety.  The  vision  was  only  Yeo  antl  J.  18.  There 
was  a  central  defect  in  both  eyes  and  a  limitation  of  the  fields 
of  vision  for  white.  There  were  several  irregular-shaped 
scotomata  situated  about  the  field  of  vision.  Tobacco  and 
alcohol  were  cut  off,  and  strychnine  and  iron  were  given  with 
pilocarpin.  Four  months  later  the  vision  was  restored  to  % 
and  J.  1  with  glass,  though  the  fields  were  even  more  con- 
tracted and  the  multiple  scotomata  had  run  together  into  a 
complete  ring;   color  perception  was  still  defective. 

The  speaker  also  cited  another  patient,  a  Eurasian,  whose 
vision  was  from  the  same  cause  reduced  to  J.  18  with  loss  of 
fields  for  red  and  green  and  yellow,  in  two  months  he  im- 
proved to  '^/g  and  J.  1.  The  scotomata  disappeared  and  color 
vision  returned. 

Mr.  Laxg  referred  to  a  statement  made  by  Wingrave  that 
he  had  observed  a  corresponding  defect  in  hearing  in  patients 
suffering  from  tobacco  amblyopia  which,  with  the  vision,  had 
improved  after  giving  up  tobacco. 
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Mk.  Nettleship  commented  on  the  unusual  occurrence  of 
a  further  reduction  of  fields  while  the  vision  was  improving. 

Mk.  Holmes  Spker  thought  that  a  syphilitic  retinitis 
might  have  had  something  to  do  with  both  cases,  but  Major 
O'Kineah^  said  that  there  was  not  the  slightest  evidence  of 
this  condition  being  present. 

Mr.  Johnson  Taylor  said  he  had  never  seen  deafness  as- 
sociated with  tobacco  amblyopia. 

The  Anatomy  of  the  Plaques  in  Xerosis. 

Mr.  Mayol"  described  this  condition,  drawing  his  observa- 
tions from  six  typical  cases.  The  pLiques  were  situated  on 
either  side  of  the  cornea  and  covered  with  bubbles  of  Mei- 
bomian secretion.  The  xerosis  bacillus  was  found  in  five  of 
the  cases.  Sections  show  that  they  adhered  only  to  the  sur- 
face and  did  not  penetrate.  He  gave  his  reasons  for  not  con- 
sidering these  the  cause  of  the  disease.  The  changes  in  the 
epithelium  were  those  due  to  exposure,  and  the  superficial 
layer  showed  a  well-marked  layer  of  keratin  on  the  surface. 
Beneath  this  was  a  layer  of  keratohyalin.  There  was  a  com- 
plete absence  of  cells  showing  mucoid  degeneration.  Mr. 
Mayou  thought  that  the  mucin  cells  were  one  of  the  most 
important  factors  in  bringing  about  hydration  in  the  normal 
conjunctiva,  and  that  therefore  the  essential  change  was  ker- 
atinization  of  the  epithelium,  due  partly  to  exposure  and 
partly  to  deficient  lachrymal  secretion  occurring  in  children  of 
delicate  health,  and  that  the  Meibomian  secretion  and  organ- 
isms were  simply  adherent  to  the  phujues  owing  to  the  altered 
surface  tension  due  to  keratinization  of  the  epithelium  and 
the  absence  of  mucoid  changes  therein. 

Ma.ior  Heruert  said  that  he  had  observed  similar  changes 
in  other  mucus  membranes.  He  attributed  these  bad  cases 
of  xerosis  to  an  absence  of  the  mucoid  cells  in  the  lining 
epithelium. 

Caih)  Specimens. 

.Mr.  C\  II.  (ioldsinitli:  A  case  of  retinitis  proliferans. 
Mr.  W.  Adams  Frost:  A  demonstrating  ophthalmoscopo. 
Mr.  K.  W.  Doyne:  A  case  of  varicose  retinal  veins  with 
thrombosis.  Messrs.  Doyne  and  S.  Stephenson  :  A  case  of 
retinitis  cir<in,i(a.      Mr.  AN.  II .  .lessop  :  A  case  of  jiroplosis. 
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John  Tweedy,  P.  R,  C.  S.,  President,  in  the  Chair, 

Thursday,  Xovember  19th,  1903. 

Case  of  Indirect  Gunshot  Injury  of  Eye;   Microscopical 

Examination. 

This  case  was  read  bv  Mr.  Nettleship.  The  patient  was 
a  man,  aged  19,  who  in  Jnly,  1897,  held  a  pistol  to  each  temple 
and  tired.  He  was  bronght  to  the  hospital  bleeding  from  a 
wound  in  the  right  temple.  The  skin  was  singed  and  the  bul- 
let wound  passed  through  the  orbit  into  the  ethmoid.  In  the 
left  temple  was  a  bullet  wound  into  which  a  probe  could  be 
passed  two  or  three  inches.  There  was  perception  of  light  in 
the  right  eye,  but  not  in  the  left.  Nine  days  later  the  right 
fundus  showed  htemorrhages  in  various  parts  of  the  fundus. 
In  the  left  no  details  were  visible.  Twent3'-nine  days  later 
the  right  disc  was  very  pale,  and  there  were  several  ruptures 
of  the  choroid.  The  left  was  not  so  well  seen.  Thirty-one 
days  after  the  accident  he  was  X-rayed,  this  being  in  very 
early  days  of  that  work.  It  was  thought  that  two  bullets 
were  seen  in  the  skull,  but  this  was  found  afterwards  to  be  an 
error.  On  the  thirty-sixth  day  after  the  injury  convulsions 
developed  and  patient  died  comatose.  Post-mortem  examina- 
tion showed  that  there  was  no  bullet  in  the  skull.  There  was 
meningitis  of  the  base  and  vertex.  Only  the  pistol  fired  on 
the  left  side  took  effect,  the  right  probably  having  had  a  blank 
charge  in  it.  The  back  of  the  eyes  were  removed  for  exam- 
ination, and  Mr.  Nettleship  gave  a  lantern  demonstration  and 
showed  photographs  of  the  condition  found  on  microscopical 
examination.  The  point  of  interest  was  that  although  the 
bullet  had  caused  so  much  injury  to  the  choroid,  yet  this  was 
only  indirect,  as  it  had  not  passed  near  enough  to  the  eye  to 
touch  it,  and  there  was  no  rupture  or  perforating  injury  of 
the  sclerotic. 

The  President  mentioned  a  somewhat  similar  case  that  had 
come  under  his  own  observation. 

An  Easy  Operation  for  Ectropion. 
Dr.  Freeland  Fergus  described  the  operation  he  had 
found  very  useful  for  ectropion  following  certain  cases  of 
blepharitis.  He  considered  the  usual  methods  with  caustics 
unsatisfactory.  The  oi^eration  he  described  consisted  of  dis- 
secting the  conjunctiva  well  away  from  the  underlying  tissue 
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and  removing  the  bypertropbied  tissue  tboroughly;  on  tbis 
hitter  point  depended  the  success  of  the  operation.  He  con- 
sidered that  Snellen's  sutures  produced  but  little  effect  if  they 
were  kept  aseptic. 

Average  Visual  Acuteness. 

Dr.  Freeland  Fergus  also  read  a  paper  on  this  subject. 
He  seriously  called  in  question  whether  the  Ye  of  Snellen's 
types  was  the  average  vision  of  the  majority  of  people.  He 
thought  that  the  avera2;c  was  nothing  like  so  high  if  patients 
were  taken  without  the  correction  of  their  refractive  error, 
and  that  for  medico-legal  questions  the  average  without  cor- 
rection should  be  taken.  He  suggested  that  a  committee 
should  be  formed  to  investigate  this.  They  might  at  the  same 
time  investigate  the  question  of  color  vision,  as  he  considered 
that  color  blindness  was  not  in  any  way  dangerous  to  navigators 
or  seamen  if  their  light  sense  were  normal. 

Mr.  Devereux  Marshall  said  that  he  was  surprised  that 
color  blindness  should  be  considered  of  so  little  importance  to 
those  engaged  in  navigation,  and  if  there  Avere  an}'  who  doubted 
the  extreme  inadvisability  of  allowing  color-blind  men  to  take 
responsible  positions  on  board  ship  a  committee  should  cer- 
tainly be  formed  to  settle  the  matter. 

The  President  said  that  although  he  quite  agreed  as  to  the 
importance  of  the  light  sense  being  perfect,  yet  he  by  no 
means  thought  that  color-blind  people  should  be  allowed  to 
take  charge  of  ships. 

]SIessrs.  Secker  Walker  and  Roll  discussed  the  oi)era- 
tion  for  entropion,  and  Dr.  Freeland  Fergus  in  reply  said  that 
he  considered  color  blindness  of  no  disadvantage  to  seamen ; 
or,  if  their  light  sense  was  perfect,  they  would  never  confuse 
the  side  lights.  He  thought  it  entailed  much  hardship  on 
men  who  were  perhaps  rejected  from  the  extra  master  certifi- 
cate for  color  blindness  when  they  had  perhaps  served  many 
years  at  sea  without  any  accident  having  occurred  in  conse- 
quence of  their  defect  or  any  evidence  that  they  confused  the 
navigation  lights. 

Till,  JlDUMENT    OF    THE    SiZE    OF    DISTANT  OlUKCTS. 

Mi{.  N.  Bishop  Harman  in  his  paper  on  this  subject  re- 
ferred to  a  note  in  the  /in'ff's/t  ^fc(Jirnl  Jouninl  of  Sept(>inber 
Il'iIi,   1IM);5,  wherein  a  writer  drew  Mtlention  to  an  expeiiinent 


Ophthalmological  Society  of  the  United  Kingdom.       17 

in  which,  by  an  illusion,  the  experimenter  was  led  to  believe 
objects  seen  were  smaller  and  more  distant  than  they  were 
known  to  be ;  this  had  been  attributed  to  the  influence  of  ac- 
commodation. Mr.  Harman  pointed  out  that  these  facts  were 
true  and  well  known.  He  showed  by  several  simple  experi- 
ments with  prisms  and  stereoscopic  views  that  objects  could 
be  made  to  appear  either  small  or  large  at  will,  and  that  this 
illusion  was  due  to  the  state  of  balance  of  the  extraocular 
muscles.  The  unconscious  cerebration  led  one  to  suppose 
that  objects  of  a  given  size  appeared,  when  seen  under  unnat- 
ural conditions  of  convergence,  smaller  and  more  distinct,  but 
that  when  seen  under  unnatural  divergence  they  seemed  larger 
and  nearer  than  they  were  known  to  be.  Mr.  Harman  showed 
that  in  the  progression  of  the  vertebrates,  increase  of  visual 
acuity  was  coincident  with  the  moving  of  the  eyes  from  a  prim- 
itive lateral  position  of  the  head  to  a  forward  position,  in 
which  the  visual  axes  could  approximate  a  normal  parallelism; 
the  change  was  complete  in  man  and  with  him  perception  of 
space  was  probably  most  perfect.  Coincident  with  these 
changes  was  a  specialization  of  the  superior  oblique  muscle. 
Mr.  Harman  pointed  out  that  in  the  plaice  almost  the  whole 
of  this  slow  progression  had  been  anticipated  at  a  bound. 
They  elected  to  live  a  life  resting  on  one  side,  and  they  ap- 
peared to  depend  above  all  other  fish  on  the  acuity  of  their 
eyes,  both  of  which  were  turned  upwards  on  the  exposed  up- 
permost side,  and  were,  he  thought,  capable  of  some  degree 
of  parallelism  of  visual  axes.  In  these  fish  he  had  found  the 
same  special  features  of  the  superior  oblique  muscles  which 
characterized  the  higher  vertebrates;  it  was  not  found  in  any 
other  fish.  He  believed  that  the  steady  progression  of  the 
vertebrates  towards  binocular  vision  indicated  the  pre-eminent 
importance  of  extraocular  muscle  balance  in  the  factors  which 
went  to  form  our  judgment  of  time  and  space. 

Card  Specimens. 
Mr.  G.  W.  Roll:  A  case  presenting  a  raised  area  of 
choroidal  degeneration.  Mr.  Doyne:  A  case  of  ill-developed 
cornea.  Mr.  Pooley:  Thrombosis  of  a  retinal  vein.(  ?)  Mr. 
G.  E.  Henderson:  Sections  showing  subconjunctival  disloca- 
tion of  the  lens.  Mr.  Jessop :  A  case  of  sarcoma  of  the  lim- 
bus.     Mr.  Doyne:   Sclerosis  of  the  retinal  artery. 
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John  Tweedy,  P.R.C.S.,  President,  in  the  Chair. 

Thursday,  December  10th,  1903. 

This  was  a  clinical  evening  and  was  given  up  to  the  exhi- 
bition of  cases. 

Arterio-vexous  Aneurysm  of  the  Orbit. 

Mr.  N.  C.  Ridley  showed  a  case  of  arterio-venous 
aneurvsni  of  the  orbit,  recurrino:  six  months  after  ligature  of 
the  common  carotid. 

The  patient  was  first  seen  in  December,  1901,  with  paraly- 
sis of  the  left  sixth  nerve,  following  a  fall  on  the  head.  In 
April,  1902,  the  left  eye  began  to  protrude,  the  pupil  to  dilate 
and  the  vision  to  fail.  Iodide  was  given,  but  without 'any 
effect.  In  March,  1903,  pulsation  was  first  noticed  with  a 
thrill.  On  April  8th,  1903,  the  left  common  carotid  was 
ligatured  in  the  usual  situation  above  the  omo-hyoid.  The 
result  was  the  immediate  cessation  of  the  pulsation  and  symp- 
toms. On  July  28th  faint  pulsation  was  again  felt,  but  there 
was  no  proptosis  nor  other  symptoms,  and  the  vision  was  'Ysg. 
When  shown  the  pulsation  and  thrill  were  both  very  marked, 
although  the  patient  still  felt  much  relief  from  the  operation. 

The  condition  was  probably  due  to  a  traumatic  communi- 
cation between  the  cavernous  sinus  and  carotid  artery. 

Mr.  Pritchard  showed  a  case  of  the  same  nature  with 
corresponding  result,  and  experience  in  connection  with  such 
cases  were  narrated  by  Mr.  Johnson  Taylor,  Mr.  Adams  Frost, 
Mr.  Hartridge,  Mr.  Fleming,  Mr.  Collins  and  Mr.  Ncttleship. 

Mr.  Brewerton  thought  that  owing  to  the  free  commu- 
nication  between  the  branches  of  the  two  external  carotid 
arteries  it  would  l)e  nuich  better  to  ligature  the  internal  caro- 
tid artery. 

Mr.  Fisher,  in  view  of  the  size  of  the  communicating 
arteries  in  the  circle  of  Willis,  thought  it  uulikelv  that  liga- 
ture  of  the  internal  carotid  would  be  better  than  ligature  of 
the  common  carotid,  to  say  nothing  of  the  much  greater 
difficulties  of  the  operation. 

Mh.  KiDi.KV,  in  reply,  did  not  think  that  ligature  of  the 
internal  carotid  would  be  any  more  likely  to  cure  the  condi- 
tion tliMii  that  of  the  common  carotid.  If  he  did  any- 
thing more  he  should  foci  inclined  to  cl»':ir  out  the    orbit,    but 
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in  this  case,  as  apparently  in  most  of  the  others  mentioned, 
the  patient  had  derived  much  relief,  although  the  condition 
could  not  be  said  to  be  cured. 

"Silver  Wire'"  Arteries. 

Mr,  Percy  Flemmixg  showed  the  drawing  of  a  fundus 
with  marked  arterial  degeneration. 

The  patient  was  a  woman,  aged  48,  with  granular  kidney. 
She  died  of  apoplexy  a  few  wgeks  after  the  drawing  was 
made.  During  life  the  arteries  had  a  typical  sclerosed  ap- 
pearance with  "silver  wire"  lines  along  them.  There  was 
venous  obstruction  at  the  points  where  they  crossed  the  veins. 
There  were  also  hfemorrhaores  in  the  retina. 

Microscopic  sections  were  shown  of  the  retina  with  photo- 
micrographs;  there  was  enormous  thickening  of  the  vessels. 

Mr.  Marcus  Gunx  showed  specimens  of  "silver  wire" 
arteries  from  a  similar  case. 

Mr.  Doyxe  showed  a  woman,  aged  54,  with  somewhat 
similar  ophthalmoscopic  appearances.  Her  urine  was  healthy, 
but  the  radial  arteries  were  thickened. 

A  discussion  followed  on  the  cause  of  the  apparent  con- 
striction of  the  veins  by  the  arteries. 

Retinal  Effusiox. 

Mr.  Doyxe  showed  a  case  of  retinal  effusion  in  a  patient 
aged  Qb  whose  sight  had  recently  failed.  There  was  no  his- 
tory  of  syphilis,  but  years  ago  he  had  had  gonorrhoea. 

In  the  right  fundus  were  discrete  patches  of  fluffy  whitish 
exudation,  especially  near  the  disc;  some  vessels  were  con- 
cealed by  it.  There  was  no  obvious  disease  of  the  blood 
vessels.  The  disc  was  clear,  and  there  were  some  pigment 
spots  on  the  anterior  capsule.  Pigment  spots  were  also  seen 
on  the  capsule  of  the  left  lense.  The  effusion  had  extended 
since  it  was  first  seen. 

Pemphigus  of  the  Cox.JtxcTivA. 

Mr.  William  Axdersox  showed  a  case  of  conjunctival 
pemphigus. 

The  patient  was  a  woman,  aged  2^d,  who  had  always  en- 
joyed good  health  until  a  sudden  febrile  attack  four  months 
ago.     There    was  a  general   rash,   becoming  vesicular;    the 
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eyes  were  dim,  and  the  lids  were  closed  for  about  four  days, 
when  adhesions  were  seen  to  have  formed  between  the  lids 
and  the  eyeballs;  there  was  also  a  severe  superficial  ulcera- 
tive stomatitis.  After  a  time  there  was  complete  desquama- 
tion, with  shedding  of  the  nails  of  the  hands  and  feet.  The 
skin  of  the  arms,  chest,  back  and  legs  when  shown  were  cov- 
ered with  patches  of  dark-brown  pigmentation.  The  lids  of 
the  right  eye  were  thickened,  and  the  lower  cul-de-sac  nearly 
obliterated.  The  upper  one  was  free  in  its  middle  third. 
There  was  also  a  muco-purulent  discharge  but  the  cornea  was 
clear.  In  the  region  of  the  lacrymal  gland  was  a  large  reten- 
tion cyst;  vision  =  Yi8'  The  left  eye  was  in  a  somewhat 
similar  condition,  with  vesicles  in  the  lower  fornix;   vision 

Hereditary  Nodular  Opacitii:s  of  the  Corxea. 

Mr.  Holmes  Spicer  showed  a  case  of  this  condition  and 
some  drawings.  It  was,  he  said,  a  famih'  disease,  though 
probably  not  congenital.  Fuchs  in  one  case  had  removed  a 
portion  of  the  cornea  and  found  it  softened  and  Bowman's 
membrane  absent.  The  deposit,  which  was  amorphous,  lay 
in  the  substantia  propria.  One  observer  had  described  the 
deposit  as  sodium  urate,  but  Mr.  Spicer  doubted  whether  it 
were  so.  The  condition  was  progressive,  and  in  ]Mr.  Spicer's 
example  the  father  as  well  as  the  daughter  was  affected. 

Mr.  Johnson  Taylor  described  a  somewhat  similar  con- 
dition that  he  had  seen  in  puppies ;  it  was  thought  to  be  due 
to  malnutrition.    • 

Mr.  Spicer  said  that  Fuchs  had  also  seen  this  condition 
in  dosfs. 

Unilateral  Anopiitiialmos. 

Mr.  a.  II.  P.  Dawney  showed  an  infant  suffering  from 
this  condition.  The  child  was  very  feeble  and  dolicato.  and 
without  an  anivsthetic  it  was  impossible  to  say  if  a  rudinicn- 
tary  eye  existed. 

Mk.  Twkkdv  commented  on  tlic  term  used  in  describing 
this  case.  He  thought  the  condition  should  be  termed 
anophthalmia,  and  the  child  descril)ed  as  anophthalmos. 
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A  CASE  OF  PANOPHTHALMITIS  IX  TYPHOID  FEVER. 
W.  Whitehead  GilfiUan  (Medical  Neics,  July  25,  1903)  re- 
ports a  case  of  panophthahuitis  complicating  typhoid  fever,  in 
which  the  eye  symptoms  set  in  on  the  twenty-sixth  day  of  the 
fever.  This  is  an  extremely  rare  complication;  less  than  a 
dozen  cases  have  been  reported. 

AN  INTERESTING  CASE  OF  PIGMENTARY  DEGENERATION  OF 
THE  RETINA  (RETINITIS  PIGMENTOSA.) 

Walter  L.  Pyle  {American  Med.,  Aug.  8, 1903)  reports  the 
case  of  a  man  54  years  old,  who,  with  the  exception  of  his 
ocular  trouble,  was  in  perfect  health.  The  following  points 
are  of  interest: 

1.  The  accurate  and  comprehensive  familv  history  which 
could  be  traced  for  over  a  century. 

2.  The  absence  of  any  history  of  consanguinity. 

3.  The  absence  of  serious  ocular  disease  in  any  other  mem- 
ber of  the  family. 

4.  The  long  retention  of  serviceable  central  vision  despite 
contraction  of  the  visual  fields  to  within  5°  of  the  fixation 
point. 

5.  The  remarkable  preservation  of  accurate  color  percep- 
tion and  sense  of  color-difference. 

6 .  The  noteworthy  compensatory  development  of  the  sense 
of  touch  and  hearing,  estimation  of  distance,  sense  of  loca- 
tion, etc. 

THE  PRESENT  STATUS  OF  SUBCONJUNCTIVAL  INJECTIONS  IN 
OPHTHALMIC  THERAPEUTICS. 

Chas.  Stedman  Bull  {Medical  Record,  July  18,  1903)  from 
an  examination  of  the  papers  published  on  this  subject  by  the 
authors  quoted,  and  from  a  study  of  all  the  cases  of  all  kinds 
reported,  thinks  that  the  efiSciency  of  the  various  solutions 
recommended  for  subconjunctival  injection  cannot  be  due  to 
the  increased  local  acceleration  of  the  lymph  currents,  nor  to 
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their  antiseptic  action,  but  to  their  local  irritating  properties. 
The  author's  opinion  of  this  method  of  treatment  is  as  fol- 
lows : 

"A  careful  observation  of  my  own  cases,  in  which  various 
solutions  were  employed,  has  not  been  able  to  convince  me 
that  subconjunctival  injections  bring  about  an}-  more  rapid  or 
favorable  results  than  the  other  methods  of  treatment  which 
we  have  hitherto  employed  for  affections  of  the  cornea,  uveal 
tract  or  retina.  In  several  cases  of  orbital  cellulitis  of  an  in- 
fectious character,  however,  I  found  that  subconjunctival  in- 
jections of  a  sublimate  solution  ( 1-1,000)  did  exert  a  very 
favorable  and  unusually  rapid  effect  in  hastening  the  suppura- 
tive stage,  in  reducing  the  dense  infiltration  of  the  orbital  cel- 
lular tissue,  and  thus  aiding  in  restoring  the  circulation  to  the 
strangulated  parts. 

"My  own  conclusions,  based  on  observations  of  my  own 
cases  and  a  careful  study  of  the  literature  of  the  subject,  are 
that  all  reports  of  the  beneficial  effects  of  subconjunctival  in- 
jections should  be  carefully  criticised  and  compared  with  the 
results  obtained  by  other  methods  of  treatment  before  accept- 
ing them  as  of  any  real  value." 

THE  INFLUEXCE  OF  HEREDITY  ON  THE  EYE. 

John  E.  Weeks  (Medical  Record,  Aug.  8,  lil03)  calls  at- 
tention to  the  fact  that : 

"The  transmission  of  peculiarities  of  form  and  function, 
of  tendencies  to  degeneration  and  to  disease,  from  parent  to 
child  for  some  generations  affects  the  eye  as  well  as  other  parts 
of  the  human  body.  The  form,  the  color,  peculiarity  of  move- 
ment, as  well  as  peculiarities  of  the  deep  tissues  of  the  eye  are 
largely  influenced  by  heredity.  Consanguinity  in  the  parents 
accentuates  the  hereditary  tendency.  In  the  greater  number 
of  cases  of  hereditary  malfornnition  it  is  not  so  much  that  the 
defect  is  handed  down  from  generation  to  generation  through 
a  long  line,  as  that  the  children  of  one  union,  because  of  some 
peculiarity  of  mother  or  father,  all  or  part  suffer." 

The  author  discusses  the  following  conditions: 

Epicanthus,  ptosis,  c()lol)oina  of  the  iris,  aniridia,  polv- 
coria  (prol)ably  hereditary),  coloboma  of  the  choroid,  inher- 
ited peculiarities  of  the  cornea,  albinism,  microphthalmus, 
cataract    (congenital     and     |)r(MnMture     senile),    optic     nerve 
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atrophy,  hemeralopia,  retinitis  pigmentosa,  retinitis  punctata 
albescens,  glaucoma  and  hj^drophthalnius. 

The  following  list  of  diseases,  due  to  hereditary  syphilis, 
is  referred  to : 

Alopecia  affecting  lids  and  brows. 

Choroiditis,  presenting  mixed  forms,  occurring  either  as  a 
congenital  condition  or  before  the  twenty-fifth  year,  affects 
both  eyes  usually,  however  it  may  be  confined  to  one  eye. 

Erythema  of  the  lids,  early  in  child  life. 

Iritis,  acute,  occurring  in  the  first  months  of  infancy. 

Iritis,  gummatous,  occurring  in  the  early  years  of  child- 
hood. 

Eruptions,  nodular,  vesicular,  papulo-squamous,  all  affect- 
ing the  eyelids  and  occurring  in  childhood. 

Optic-nerve  atrophy,  occurring  congenitally  or  in  the  early 
years  of  life. 

Ophthalmoplegia  externa,  rarely. 

Palsies  of  eye  muscles,  nuclear. 

Palsies  of  eye  muscles,  peripheral,  occurring  in  childhood. 

Parenchymatous  keratitis,  seldom  before  the  age  of  six 
years  and  only  very  rarely  after  the  age  of  thirty-five.  Hutch- 
inson narrates  one  case  occurring  at  the  age  of  sixty. 

Periostitis  of  the  orbit,  in  early  childhood,  pursuing  an 
acute  course. 

Retina,  pigment  degeneration  of  (pseudo-retiuitis  pigmen- 
tosa). 

Eetinitis,  hseraorrhagic. 

Rupia,  affecting  the  lids. 

Tarsitis,  occurring  in  early  childhood,  usually  bilateral. 

The  transmission  of  faults  in  the  shape  of  the  eye,  whereby 
the  various  errors  of  refraction,  hypermetropia,  myopia  and 
astigmatism  recur  in  the  offspring,  is  not  unusual. 

Muscular  anomalies,  particularly  the  various  phorias,  are 
not  infrec|uently  transmitted. 

Color-blindness  of  all  degrees  is  also  strongly  influenced 
by  heredity. 

THE  SURGICAL  TREATMENT  OF  HIGH  MYOPIA. 

H.  Y.  Wiirdeman  and  Nelson  M.  Black  {Journal  of  the 
American  Medical  Association,  Nov.  28,  1903)  report  the  re- 
fraction  of    8776   eyes,  in  71(iO   of  which   a  cyclopegic  was 
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used;  16.9  per  cent,  of  the  latter  number  were  myopic  (in- 
cluding myopia,  myopic  astigmatism  and  compound  myopic 
astigmatism).  Of  the  total  number  78  cases  had  more  than 
10  D. —  In  most  of  these  cases  the  high  degrees  of  myopic 
were  complicated  by  a  considerable  degree  of  astigmatism, 
and  the  authors  feel  that  had  our  foreign  confreres  carefully 
corrected  the  astigmatism  in  their  cases,  they  would  not  have 
found  it  necessary  to  operate  so  frequently;  as  out  of  the  78 
eyes  all  but  eight  were  given  comfortable  and  useful  vision  by 
the  careful  correction  of  their  refraction.  An  operation  was 
suggested  in  the  eight  eyes  and  accepted  in  six  with  good  re- 
sults, which  were: 

1.  Increase  in  the  visual  acuity. 

2.  Enlargement  of  the  retinal  imasres. 

3.  Enlargement  of  the  visual  held. 

4.  Increased  range  for  near  work. 

5.  The  wearing  of  lis:ht  lenses  instead  of  heavy  strong; 
spheric  lenses,  in  a  combination  which  permits  of  clearer  and 
less  distorted  retinal  images. 

6.  The  pupil  being  brought  nearer  the  retina  the  eccen- 
tric visual  rays  are  more  excluded. 

7.  And  most  important,  the  more  extended  use  of  the 
eyes  obtained  by  the  patients ;  in  all  cases  a  new  world  hav- 
ing been  opened  to  their  view.  Detachment  of  the  retina 
has  not  occurred  in  any  of  these  cases,  and  even  if  it  should 
happen,  the  German  statistics  show  that  it  is  only  in  5  per 
cent.,  and  this  is  the  percentage  of  cases  of  high  myopia  in 
which  detachment  occurs  without  operation. 

RESUME. 

1.  Surgical  treatment  of  myopia  should  be  limited  to 
those  cases  over  — 12.00  D.  who  suffer  great  inconvenience 
from  their  correcting  lenses.  The  ideal  cases  for  operation 
are  those  of  —17.00  to  —IS. 00  D. 

2.  The  operation  is  mainly  indicated  in  young  atlults. 

3.  Cases  having  active  disease  and  changes  in  the  ocular 
structure,  such  as  progressive  iny()i)iM,  choroiditis,  lluidity  of 
the  vitreous  or  detachment  of  the  retina  are  not  applicable. 

4.  The  dangers  of  opera! i\('  interference  are  more  than 
c()unter))alanccd  by  the  results  to  be  achieved,  which  are 
UKiinlv,  increase  of  visual  acuitv  and  of  tin*  visual    tield,    and 
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more  extended  use  of   the   eyes  [which    accompany   diminish- 
ment  of  the  refraction. 

SYPHILIS  OF  THE  EYE. 
"Wendell  Eeber  (at  a'meeting  of  the  North  Branch  Phila- 
delphia County  Medical  Society,  October  8,  1903)  in  taking 
part  in  a  general  discussion  of  acquired  and  hereditary  syph- 
ilis called  attention  to  the^fact  that  when  this  disease  attacks 
the  eyes  primarily  the^lesion  is  usually  on  the  extreme  margin 
of  the  lids.  In  the  secondary  stage  the  iris  is  most  fre- 
cjuently  involved.  Statistics  show  that  50  per  cent,  of  all 
cases  of  iritis  are  caused  by  syphilis,  and  the  author  believes 
we  are  justified  in  suspecting  every  case  of  iritis  unless 
trauma,  tuberculosis,  microbic  infection  or  rheumatism  can 
be  shown  to  be  the  cause.  Choroiditis  is  as  frecjuently  of 
specific  origin  as  iritis.  The  most  frequent  tertiary  eye 
symptoms  are  the  intra-  and  extra  ocular  palsies.  These 
symptoms,  if  trauma  and  diabetes  can  be  excluded,  are  usually 
of  specific  origin  and  are  frequently  followed  by  locomotor 
ataxia  or  general  paresis. 

THE  CAUSES,  PREVEXTIOX  AND    MAXAGEIMEXT   OF    MYOPIA. 

J.  Herbert  Chiiborne](at  the  fifty -fourth  annual  session  of 
the  American  Medical  Association)  read  a  paper  on  this  sub- 
ject, and  sums  up  his  views  as  follows : 

1.  Myopia  is  a  condition  in  which  there  is  an  increase  in 
the  antero-posterior  diameter  of  the  eyeball.  This  condition 
is,  except  in  very  rare  cases,  acquired.  It  is  a  distinctly  vicious 
process,  and  in  the  great  majority  of  cases  tends  to  increase. 
It  should,  therefore,  be  regarded  as  a  disease.  It  usually 
begins  in  childhood. 

2.  Its  causes  may  be  divided  into  predisposing  causes  and 
a  direct  cause. 

3.  (a)  The  predisposing  causes  are,  in  general  terms: 
Heredity,  naturally  lax  conditions  of  the  eye  tunics  in  cer- 
tain individuals,  the  injudicious  use  of  the  eyes  after  sick- 
ness (usually  in  children  after  the  exanthemata)  bad 
illumination,  improperly  placed  illumination,  incorrect  posi- 
tion in  the  act  of  reading,  the  existence  of  refractive  errors, 
(generallv  astigmatism),  which  are  uncorrected  or  improperly 
corrected,    corneal    opacities,   any   systemic  condition  which 
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tends  to  produce  cerebral  congestion,  for  example,  constipa- 
tion, (6)  The  direct  cause  is  an  elongation  of  the  eye  on  its 
autero-posterior  axis,  at  the  posterior  pole,  except  in  the  case 
of  corneal  astigmatism. 

4.  When  myopia  has  once  been  acquired,  its  increase  is 
directly  caused  by  pressure  on  the  globe  by  the  extrinsic 
muscles,  due  to  the  convergence  of  the  visual  lines  toward  the 
far  point — the  convergence  theory. 

5.  The  weight  of  evidence  and  reason  is  distinctly  against 
the  accommodative  theory. 

6.  Theoretically,  full  correction  of  the  myopia  is  indi- 
cated, whereby  the  far  point  is  thrust  to  infinity. 

7.  Practically  this  is  not  always  possible. 

8.  The  far  point  should  be  thrust  as  far  as  possible  to- 
ward infinity,  but,  at  the  same  time,  it  should  be  compatible 
with  the  best  vision  and  the  greatest  comfort. 

LESIONS  OF  THE  EYE  WHICH  OCCUR  IN  THE  COURSE  OF  DIS- 
EASES OF  THE  HEART,  BLOODVESSELS  AND  KIDNEYS. 

Chas.  Stedman  Bull  (in  a  paper  read  before  the  New  York 
Academy  of  Medicine,  Nov.  5,  1903,  Med.  Record,  Dec.  5i 
1903)  discusses  his  subject  under  two  headings,  viz.:  (1) 
Ocular  Lesions  Occurrino;  During  the  Course  of  Diseases  of 
the  Heart  and  Bloodvessels,  and,  (2)  Ocular  Lesions  Occur- 
ing  During  the  Course  of  Diseases  of  the  Kidneys.  Under 
the  first  heading  he  refers  to  {a)  conditions  which  affect  the 
blood  pressure,  and,  {b)  organic  disease  of  the  heart  and 
bloodvessels. 

General  anemia  frequently  causes  a  distinct  diminution 
of  the  intravascular  tension,  causing  a  pale  condition  of  the 
optic  discs,  and,  if  the  anemia  lasts  long,  retinal  hemorr- 
hages. 

Severe  /tenwrr/iar/es  usually  affect  the  retinal  circulation 
and  cause  partial  or  complete  loss  of  sight,  usually  bilateral, 
which  may  or  may  not  be  partially  restored.  In  these  cases 
the  optic  discs  may  be  pale  and  the  vessels  njirrow,  or  Iho 
opthalmoscopic  signs  may  be  negative. 

AniffKrosis,  after  a  hemorrhage,  rarely  occurs,  and  when 
it  does  it  is  usually  in  persons  in  poor  health  .ind  occurs  sev- 
eral days  after  the  loss  of  blood.  The  loss  of  sight  is  often 
due  to  a  hemorrhage  within  the  optic  nerve,    and    if   it    is   far 
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back,  the  ophthalmoscopic  symptoms  are,  for  a  time,  frequently 
negative. 

Retinal  hemorrhages,  without  signs  of  inflammation, 
usually  indicate  increased  blood  pressure  such  as  occurs  in 
hypertrophy  and  valvular  lesions  of  the  heart,  or  of  diseased 
retinal  vessels,  or  of  morbid  conditions  of  the  blood. 

Diseases  of  the  heart  and  bloodvessels  may  give  rise  to 
thrombosis  and  embolism.  RJieumatic  endocarditis  is  one  of 
the  frequent  causes  of  embolism ;  it  acts  mechanically  and 
excites  no  inflammation.  Ulcerative  endocarditis,  being  a 
variety  of  pyemia,  may  cause  hemorrhages,  thrombosis  and 
abscesses  in  different  parts  of  the  eye,  especially  the  retina 
choroid  and  conjunctiva. 

Atheroma,  arteriosclerosis,  and  fatty  degeneration  of  the 
bloodvessels  frequently  cause  hemorrhages  into  the  retina, 
choroid  and  ocular  conjunctiva,  especially  in  people  past 
middle  life. 

Arteriosclerosis  is  regarded  as  the  cause  of  hemorrhagic 
glaucoma. 

Endarteritis  is  by  some  authorities  regarded  as  a  cause  of 
cataract. 

Arteriosclerosis  of  the  internal  carotid  and  ophthalmic 
artery  often  cause  atrophy  of  the  optic  nerve. 

"In  aneurysm  of  the  aorta  or  innominate  artery,  vasomotor 
and  oculo-pupillary  symptoms  are  often  found  on  the  corre- 
sponding side.  Later,  these  initial  irritative  symptoms  give 
place  to  ptosis,  myosis  and  enophthalmos.  Such  aneurysms 
may  also  give  rise  to  retinal  pulsation.  If  the  aneurysm  in- 
volves the  internal  carotid  artery,  it  may  cause  unilateral  optic 
neuritis,  and  if  such  an  aneurysm  grows  toward  the  orbit, 
there  may  be  developed  the  symptoms  of  pulsating  exoph- 
thalmos. Such  an  aneurysm  has  also  been  known  to  cause 
total  paralysis  of  all  the  muscles  of  one  eye,  and,  also  anes- 
thesia of  the  lids,  eyebrows  and  conjunctiva,  from  paralysis 
by  pressure  on  the  ophthalmic  division  of  the  flfth  nerve." 
Cerebral  apoplexy  and  embolism  frequently  cause  sudden 
paralysis  of  the  ocular  muscles. 

The  absence  of  pupillary  symptoms  indicates  an  embol- 
ism. The  presence  of  spastic  myosis,  followed  by  mydriasis 
during  a  seizure,  points  to  apoplexy. 
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^^Non-infectious  marantic  thrombosis  of  the  cavernous 
sinus  causes  paralysis  of  the  motor  oculi  nerves,  dihited  and 
immovable  pupil,  anesthesia  of  the  parts  supplied  by  the 
trigeminus,  pronounced  venous  stasis  of  the  retinal  veins  with 
numerous  hemorrhages  and  impairment  of  sight  from  pres- 
sure on  the  optic  nerve.  If,  in  addition,  there  is  edema  of 
the  lids  and  protrusion  of  the  eyeballs,  the  process  -is  in  the 
vicinity  of  the  orbit." 

The  most  common  ocular  lesions  occiwring  in  the  course  of 
diseases  of  the  kidneys  ixre  th.Q  two  forms  (degenerative  and 
exudative)  of  retinitis  and  a  neuro-retinitis  albuminurica,  the 
direct  cause  being  a  disease  of  the  bloodvessels. 

Other  lesions  are :  edema  of  the  eyelids,  chemosis  of  and 
hemorrhages  into  and  beneath  the  ocular  conjunctiva,  iritis, 
lesions  of  the  ocular  muscles( denied  by  some  writers), choroidal 
hemorrhages,  papillitis,  and  uremic  amblyopia  or  amaurosis. 
The  last-named  disease  being  due  to  an  acute  auto-intoxica- 
tion. The  disturbance  of  vision  is  always  bilateral,  develops 
rapidly  and  passes  into  total  blindness.  Ophthalmoscopic 
signs  are  negative  and  the  symptoms  promptly  disappear 
under  appropriate  treatment. 

HEMERALOPIA  FROM  EPIDEMIC  PAROTIDITIS. 

Arturo  Campani  (  Gazzeta  Defjle  OspedaJi  e  DeJle  Clinichey 
Aug.  30,  1903)  refers  to  the  fact  that  hemeralopia  is  not 
spoken  of  as  a  complication  of  nuimps  by  the  text  books,  and 
reports  a  case.  It  lasted  five  days  and  then  graduall}'  disap- 
peared with  the  disappearance  of  the  parotiditis,  no  fundus 
changes  were  found.  The  author  holds  the  toxines  of  the 
disease  responsible  for  the  symptoms. 

DIAGNOSIS  OF  TUMORS  OF  THE  ORBIT. 
F.  Ferrier  and  V.  Morax  {lUvue  de  CJiirurgie,  vol.  xli., 
page  1235,)  report  two  cases  and  discuss  the  operative  indi- 
cations. They  also  give  a  review  of  sixteen  other  cases,  all 
of  which  were  fibromata,  or  sarcomata  or  a  combination  of 
both  with  one  exception;   this  proved  to  be  an  cndotheliouui. 

THE  TREATMENT  OF  CONVERGENT  STRABISMUS. 

W.  Y.  Craig  (iV.  Y.  Med.  Journal,  Od.  17,  1!M)3)  offers 
the  following  conclusions: 

1,  The  earlier  the  child  is  seen,  the  better  the  prospect 
for  a  cure. 
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2.  The  vision  of  squinting  eves  can  in  a  majority  of  cases 
be  improved  and  some  function  restored,  if  treatment  is  begun 
early. 

3.  A  small  percentage  of  cases  of  convergent  squint  can 
be  cured  by  mydriatics,  glasses  and  proper  exercises,  without 
operation. 

4.  The  correction  by  non-operative  methods  is  much  to 
be  preferred,  as  the  motility  of  the  eye  is  more  perfect  and 
the  deformity  produced  by  sinking  of  the  caruncle  is  avoided. 

0.  Operative  procedures  should  be  employed  in  those  cases 
in  which  non-operative  treatment  after  a  thorough  trial  has 
failed,  and  in  those  cases  in  adults  in  which  we  operate  for  the 
cosmetic  effect. 

SOME  OBSCURE  CASES  OF  EYE  STRAIX. 

F.  W.  Marlow  (X.  Y.  Med.  Journal,  Sept.  2(i,  1903) 
reports  three  cases,  from  the  study  of  which  he  draws  the  fol- 
lowing conclusions : 

"The  most  careful  investigation  and  the  apparently  accu- 
rate correction  of  all  the  discoverable  errors  may  completely 
fail  to  relieve  the  symptoms;  may,  in  fact,  aggravate  them, 
and  yet  the  symptoms  may  still  be  due  to  eye  strain.  Indeed, 
the  fact  that  glasses  which  are  apparently  correct  aggravate 
the  symptoms  is,  I  believe,  in  most  cases  evidence  that  the 
latter  do  arise  from  eye  strain,  and  that  a  latent  error  is  pres- 
ent ;  usually  an  error  in  the  muscle  balance.  In  all  the  cases 
described  the  possibihty  of  the  existence  of  the  kind  of  error 
which  was  finally  found  to  be  present  was  fully  appreciated 
from  the  first.  In  the  second  place,  I  believe  that  lapse  of 
time  is  a  very  important  factor  in  the  elucidation  of  the  true 
nature  of  these  cases.  The  action  of  the  accommodation  in 
neutralizing  refractive  errors  is  so  automatic  and  persistent 
that  all  efforts  to  annul  it  sometimes  fail  to  be  completely  ef- 
fective ;  even  atropine  and  other  powerful  cycloplegics  failing 
to  bring  about  a  complete  relaxation.  The  natural  relaxation 
due  to  advancing^  vears  often  reveals  a  hitherto  latent  error. 
Similarly  the  instinctive  tendency  to  see  single  and  not  double 
causes  the  intrinsic  muscles  to  contract  so  as  to  maintain  a 
parallelism  of  the  visual  lines.  This  contraction  is  so  con- 
stantly maintained  that  the  muscles  get  into  a  condition  of 
tonic  spasm  which  is  extremely  persistent.     Just  as  we  have  a 
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spasm  of  the  accommodation  in  cases  of  hyperopia  and  astig- 
matism in  the  interest  of  clear  vision,  so  we  have  a  spasm  of 
the  extrinsic  muscles  in  the  interest  of  single  vision,  and  the 
latter  is  far  more  difficult  to  demonstrate  than  the  former.  It 
is  surprising  what  high  degrees  of  error  may  remain  latent 
year  after  year  and  produce  a  train  of  symptoms  absolutely 
intractable  to  treatment  until  the  manifestation  and  correction 
of  these  errors  has  occurred.  I  have  seen  some  cases'  which 
have  inclined  me  to  think  that  not  only  is  lapse  of  time  the  only 
thing  which  will  reveal  the  true  nature  of  the  ocular  condi- 
tions, but  that  old  age  itself  is  reached,  in  some  cases,  before 
the  true  condition  becomes  manifest." 
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The  Refraction  and  ^Iotility  of  the  Eye  for  Students 
AND  Practitioners.  By  Wm.  Norwood  Suter,  M.  D. 
Philadelphia:  Lea  Bros.  &  Co.  1903,  pp.  VII  and  390. 
Price  $2.50. 

To  those  familiar  with  Dr.  Suter's  admirable  little  liook 
on  optics  and  his  chapter  on  refraction  in  Posey's  and  Wright's 
Treatise  on  Diseases  of  the  Eye,  Ear,  Nose  and  Throat,  it  is 
not  a  matter  of  surprise  that  this  more  systematic  treatise  on 
refraction  should  make  its  appearance.  The  evidences  of  his 
thorough  grasp  of  the  fundamentals  of  his  subject  indicated 
in  those  efforts  are  again  manifested  here.  lie  has  managed  to 
condense  a  large  amount  of  accurate  and  well  digested  infor- 
mation  in  his  390  pages  without  leaving  untouched  any  neces- 
sary or  important  matter  pertaining  to  either  refraction  anom- 
alies or  defective  motilities.  And  it  is  just  here  that  the  great 
value  of  Dr.  Suter's  book  lies.  lie  is  accurate,  as  his  thor- 
ough familiarity  with  the  underlying  optical  principles  allows 
him  to  be,  and  this  complete  mastery  of  his  subject  enables 
him  to  present  his  matter  in  that  abbreviated  form,  which 
seems  to  be  demanded  in  a  hand  book. 

It  might  occur  to  the  reader  of  experience,  with  this  or 
any  other  book  of  like  nature  that  some  particular  portion 
might  have  been  enlarged  or  another  more  restricted  in  its 
consideration,  \n\\  llial  is  ji  matter   of   individual   opiiiittii   and 
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does  not  affect  the  value  of  the  work  as  a  whole  and  as  faltill- 
ing  the  ends  of  its  being. 

Anything  like  an  analysis  of  the  work  is,  of  course,  im- 
possible in  a  short  notice  hke  this.  Suffice  it  to  say  that  the 
first  310  pages  are  given  to  the  subject  of  refraction  alone, 
the  remaining  80  being  concerned  with  disorders  of  motility. 
We  observe  with  satisfaction  that  he  adopts  the  prism-dioptre 
system  of  notation,  and  are  pleased  to  note  an  absence  of  cer- 
tain incorrect  terms  and  phrases  which  disfigure  some  other  of 
our  treatises  on  similar  subjects.  Thus  he  does  not  state  that 
he  has  "refracted"  anybodyandhe  uses  "skiascopy"  and  not 
"retinoscopy" — a  mongrel  word,  even  if  it  designated  the  thing 
it  is  used  to  describe,  which  it  does  not.  It  is  true  we  have 
many  words  in  long  usage  which  are  hybrids  of  Greek  and  Latin, 
but  when  a  new  one  is  introduced  there  can  be  no  excuse  for 
such  unlawful  combinations.  If  such  a  word  were  even  needed 
to  describe  our  inspection  of  the  retina,  it  should  be  Dictyo- 
scopie — o'.Krui,-^,  being,  according  to  Hirschberg,  our  author- 
it}'  on  ophthalmologic  Greek,  the  synonym  of  the  Latin  re- 
tina. Dr.  Suter  has  gone  into  the  literature  of  his  subject 
very  thoroughly  and  is  thus  enabled  to  give  credit  where  it  is 
due.  This  is  especially  true  as  to  American  workers,  though 
never  to  the  ignorino-  of  the  contributions  from  foreign  au- 
thors.  It  is  certain  that  the  student  never  will  be  misled  if 
he  follows  the  teachings  of  this  little  book. 

S.  M.  Burnett. 

Die  Augex.erztlichen  Operatioxex  (the  operations  on  the 

eye).     By  Prof.   D.    W.    Czermak.     Part    13    and    14. 

Wien,  1904.     Carl  Gerold's  Sohn.     Price  7  marks. 

After  an  interval  of  several  years  we  are  glad  to  welcome 

these  new  parts  of  this  excellent    text-book.     The    present 

numbers  deal  especially  with  the  operations  on  the  crystalline 

lens  and  the  subjects  are  treated  in  the  same   exhaustive  and 

superior  manner  as  those  in  their  predecessors. 

Ueber  das  S^thilom  des  CiLiARKCERPERS  (on  the  Syphiloma 
of  the  cihary  body).     By  Prof.  Dr.   Th.  v.   Ewetsky. 
Berlin,  1904.     S.  Karger. 
In  this  monograph  the  author  has  collected  all  previously 

reported  cases  of  syphiloma  of  the  ciliary  body,  and  adds  to 
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them  four  new  ones.  On  the  hand  of  this  material,  and  after 
having  rejected  all  doubtful  cases,  he  draws  certain  conclu- 
sions which  the  interested  reader  must  look  up  in  the  original. 
The  monograph  is  excellent  and  should  be  widely  read. 

Die  Fuxctionspruefung  des  Auges  uxd  ihre  Verwertii- 
UNGFUER  DIE  ALLGEMEiNE  DiAGNosTiK  (Functional  exam- 
ination of  the  eye  and  its  value  in  general  diagnostics). 
By  Prof.  Dr.  O.  Schwarz.     Berlin,  1904.     S.  Karger. 
The  charm  of  this  book  lies  in  the  rather  original  manner 
in  which  its   subject  is  handled.     It   includes    chapters  not 
found  in  such  a   complete   form   in  other  text-books   on  the 
functional  examination  of  the  ej^e,  like  the  pupillary  phenom- 
ena and  the   usefulness   of  the  disturbance  of  function   for 
the  recognition  of  disease   of  the   eye,    as   well,    as  of  other 
parts  of  the  body.     Its  language  is  clear  and   simple   and   to 
the  point  so  that  students  can  grasp  the  subject  though  little 
familiar  with  its  mathematical  side.     The   book  deserves  a 
wide  circulation. 

NOX-SFRGICAL     TREATISE      OF      THE      PrOSTATE      GlAND      AND 

Adnexa.     By  G.    W.   Overall,  A.B.,   M.D.     Chicago: 
Rowe  Publishing  Co. 

The  author  states  that  in  25  years  of  practice  he  has  been 
enabled,  after  man}^  years  of  research,  to  devise  ways  and 
means  by  which  to  reach  the  seat  of  prostatic  disease. 
He  is  opposed  to  the  use  of  the  knife  in  most  cases 
and  has  been  very  successful  in  the  application  of  electricity 
to  the  diseased  parts.  With  practical  illustrations  and  the 
relation  of  incident  cases  he  supports  his  position,  The 
book  is  very  interesting  and  should  stimulate  others  to  try 
the  author's  methods. 
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"Vernal  Conjunctivitis,"  by  C.  Posey,  M.D. 

"Eye  Complications  of  Smallpox,'  by  A.  K.  Baker,  ^\.\^. 

"A  Case  of  Tuberculosis  of  the  Conjunctiva:  Recovery 
Without  Local  Interference,"  by  F.  L.  Henderson,  M.D. 

"The  Desirability  of  a  Uniform  Notation  of  the  Mirid- 
idians  of  the  Eyes  and  Those  of  the  Visional  Field,"  by  H. 
Knapp. 
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A  CASE  OF  PRIMARY  UNPIGMENTED  SARCOMA 
OF  THE  IRIS. 

By  ADOLF  ALT,  M.D. 

CLINICAL  REPORT. 

By  L.  K.  CULBERTSON,  M.D., 

ZANESVILLE,  O. 

PRIMARY  sarcoma  of  the  iris  is  rare  enough  to  warrant, 
or  rather  still  demand,  the  publication  of  every  case 
which  comes  under  observation.  In  the  last  exhaustive  trea- 
tise on  this  subject  by  C.  A.  Wood  and  B.  Pusey  (Archives 
of  Ophthalmology,  1902,  v.  XXXI,  4  pp.  323  to  383)  the 
authors  state  that  they  have  records  of  83  cases  in  which  his- 
tological examinations  were  made.  To  these  cases  a  few  new 
ones  have  since  been  added. 

The  eye  containing  the  tumor  which  is  the  subject  of  the 
following  description,  was  kindly  sent  to  me  by  Dr.  L.  R. 
Culbertson  with  the  following  remarks : 

"Mr.  D.  G.,  a  farmer,  72  years  of  age,  consulted  me  on 
June  4,  1903,  stating  that  the  vision  in  his  left  eye  had  been 
failing  for  some  time  and  that  for  about  one  year  he  had  noticed 
a  spot  or  growth  in  the  iris  of  this  eye.  Some  twenty  years 
previously  this  eye  had  been  struck  by  the  limb  of  a  tree,  but 
he  had  never  suffered  any  inconvenience  from  this,  nor  has 
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he  had  any  pain  in  the  eye  at  any  time.  There  is  no  history 
of  a  malignant  growth  in  the  family. 

''8ta(.  praes.  Bight  eye  ¥=%,  with  +  1  D.  Left  eye 
V=Yi2,  with  +  1,75  D.  In  the  left  eye  a  small  pinkish 
growth  occupies  the  upper  nasal  quadrant  of  the  iris.  The 
pupil  dihites  regularly,  but  incompletely,  upon  the  instillation 
of  atropine.  Ophthalmoscopic  examination  disclosed  an  im- 
mature cataract  which  prevented  a  minute  inspection  of  the 
details  of  the  fundus  which,  however,  appeared  normal. 

"My  diagnosis  of  sarcoma  of  the  iris  was  concurred  in 
by  Dr.  C.  F.  Clark,  of  Columbus,  O.,  to  whom  I  sent  the 
patient  in  consultation. 

"On  June  17th  I  enucleated  the  eye.  The  healing  was 
uneventful  and  there  has  been  no  return  of  the  grawth  in  the 
orbit  (Feb.  1st,  1904.)" 


Fig.  1. 


When  the  eyeball  reached  me  it  was  jiot  in  as  good  a 
state  of  preservation  as  I  should  have  wished  it  to  be,  as  it 
had  not  been  put  in  any  conserving  tluid.  The  cornea  was 
partly  dried  out  and  had  sunken  in  the  center.  Its  trans- 
parency was  gone  and  it  was  impossible  to  see  the  contents  of 
the  anterior  chamber  in  consequence.  After  cutting  the  eye- 
ball in  two,  a  tumor  was  seen  to  occupy  the  iris  on  one  side 
altogether,  while  the  diainctricnlly  opposite  part  of  the  iris 
seemed  normal.  Macroscopically  no  alterations  could  be 
found  in  the  other  tissues  of  the  eyeball,   except  some  signs 
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of  cataract  formation  in  the  cortex  of  the  lens  which,  how- 
ever, was  in  its  normal  position.  Where  the  thickness  of  the 
tumor  was  greatest  it  filled  apparently  the  whole  of  the  an- 
terior chamber  and  touched  the  cornea. 

Microscopical  examination.  In  sections  going  through 
the  central  plane  of  the  tumor,  the  latter  is  seen  to  start  at 
a  little  distance  in  front  of  the  root  of  the  iris  and  to  reach 
to  the  pupillary  edge.  (See  Fig.  1.)  The  tumor  elements  oc- 
cupy the  anterior  part  of  the  iris  and  have  left  a  small  part 


Fig.  2. 


of  the  posterior  portion  intact.  The  retinal  iris  layers 
are  unaffected.  (See  Fig.  2.)  The  anterior  surface  of  the 
tumor  is  covered  by  numerous  layers  of  cells  which  are  tightly 
packed.  These  cells  are  perfectly  round  where  they  lie 
isolated,  where  they  are  packed  together  they  appear  poly- 
gonal. They  are  probably  proliferated  from  the  endothelial 
cells  of  the  anterior  iris  surface. 

The  cells  of  which  the  tumor  proper  is  composed  are 
spindle  and  round  cells.  The  spindle  cells  are  of  two  kinds, 
some  are  small  and  short,  others  are  of  considerable  length, 
with   a  lono-  oval,    sometimes  rod-like,   nucleus.     The  short 
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spindle  cells  are  more  frequent  in  what  are  probably  the  newer 
portions  of  the  tumor,  while  the  long  ones  are  more  frequent 
near  the  surface.  (See  Fig.  3.)  The  spindle  cells  with  a 
rod-like  nucleus  appear  so  similar  to  non-striated  muscle 
fibres,  that  for  a  time  I  thought  of  a  possibility  of  my  having 
to  deal  with  a  leiomyomatous  sarcoma.  Further  study  of  the 
tumor,  however,  proved  this  idea  to  be  erroneous,  since  the 
sphincter  fibres,  even  where  the  tumor  encroaches  upon  them, 
can  be  easily  distinguished  as  such  by  their  shape  and  reac- 
tion to  the  staining  agents.     Among  these  bi-polar  spindle 
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cells,  which  are  arranged  in  bundles  and  whirls,  as  is  usual  in 
spindle  cell  sarcomata,  lie  here  and  there  more  slender  bi- 
polar spindle  cells,  and  some  with  three  and  four  projections, 
which  contain  granules  of  pigment  and  which  are  remnants  of 
the  iris  stroma  colls.  No  intercellular  substance  e:in  be  found. 
In  the  portions  which  were  in  touch  with  and  prob.ihlv  ju-essed 
against  the  cornea  numerous  necrotic  patches  are  seen.  Such 
degenerative  changes  were  not  found  in  Woods'  and  Pusoy's 
cases.   (See  Fig.  4.) 

While  the  spindle  cells  form  the  largest  jiart  of  the  tunu)r, 
a  comparatively  large   jiortion   of    it    consists   of   round    cells. 
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These,  too,  are  closely  packed  and  no  intercellular  substance 
can  be  made  out  between  them.  In  studymg  the  tumor,  I 
have  gained  the  impression  that,  perhaps,  the  round  cells  are 
the  original  tumor  cells  and  that  these  gradually  have  assumed 
the  spindle  shape. 

The  tumor  contains,  furthermore,  microscopical  patches 
of  pigment  granules,  relics  of  the  destroyed  stroma  cells. 
Larger  accumulations  of  pigment  granules  and  polygonal  pig- 
ment cells  are  found  in  the  iris  outside  the  tumor.  The  tumor 
cells  proper  are  free  from  pigment  throughout. 


Fig.  4. 


Bloodvessels  are  rather  numerous  in  the  periphery  of  the 
tumor  and  contain  blood  and  show  no  material  change  in  their 
walls.  In  the  more  centrally  located  parts  of  the  tumor  num- 
erous empty  capillaries  are  seen  which  appear  normal.  The 
larger  bloodvessels,  however,  are  changed  into  hyaline  bands 
in  which  a  few  nuclei,  but  no  lumen  can  be  found.  (See 
Fig.  5). 

Around  some  of  the  bloodvessels  a  small  round-cell  in- 
filtration reminds  one  of  an  inflammatory  process.  These 
cells  are  readily  distinguished  from  the  much  larger  round 
cells  of  the  tumor.     Certain  it  is,  that  the  bloodvessels  have 
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nothing  to  do  with  the  origin  of  this  tumor.  There  is  no- 
where anything  resembling  a  peri-endothelioma  in  this  case. 
While  macroscopically  this  tumor  appeared  to  be  as  yet 
confined  to  its  original  site  in  the  upper  inner  quadrant  of  the 
iris,  microscopical  exauiiuation  shows,  that  it  has  spread  along 
the  ligamentum  pectinatura  all  around  the  iris  periphery.  In 
all  of  the  meridional  sections  in  the  iris  angle  diametrically 
opposite  to  the  tumor  the  root  of  the  iris  is  attached  to  the 
inner  surface  of  the  cornea,  as  we  see  it  in  glaucoma.  This 
part  of  the  iris,  as  well  as  the  anterior  part  of  the  ciliary  body, 
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is  densely  infiltrated  with  the  round  tumor  cells,  which  are 
also  spreading  forward  on  Descemet's  membrane.  (See  Fig. 
6.)  One  section  just  happened  to  pass  through  a  part  in 
which  these  tumor  cells  have  broken  through  Descemet's 
membrane  and  crept  into  the  sclerocorncal  tissue  in  front  of 
it.  (See  Fig.  7.)  It  is  somewhat  strange  that  the  spreading 
of  the  tumor  towards  the  outside  of  the  eye  should  rather  have 
taken  place  in  this  region,  than  where  the  original  tumor  lies. 
This  shows,  how  little  safety  is  to  be  |)laced  in  removing  an 
apparent  1\'  locali/ed  sarcoma  of  the  iii<  by  iii(lc<t()ni\  .  as  this 
microscopical  jx-iforation   could    ni>  inoi'c   Iimnc  been   observed 
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clinicall}'  than  the  ring-like  spreading  of  the  tumor  cells  along 
the  ligamentum  pectinatum. 

Aside  from  this  manner  of  growing  of  the  tumor  per  con- 
tinuitatem,  there  are  several  small  isolated  metastatic  tumors 
in  the  iris  at  some  distance  from  the  original  tumor.  They 
form  small  roundish  nodules  and  appear  to  grow  from  the 
surface  of  the  iris  into  its  depth.  (See  Fig.  8.)  The  elements 
which  compose  them  are  round  cells  in  every  instance,  which, 
again,  seems  to  prove  that  the  round  cells  are  the  younger 
forms,  while  the  spindle  cells  are  the  older  forms  of  the  cell 
elements  of  which  this  tumor  is  composed. 


Fig.  6. 


A  peculiar  fact  is  that  the  iris  tissue  outside  of  the  tumor 
shows  no  cell  intiltration  and  no  signs  of  inflammatory  reac- 
tion. Yet  in  every  section,  the  ciliary  body  is  infiltrated  with 
small  round  cells,  not,  however,  tumor  cells. 

Aside  from  the  beginning  cataract,  the  remaining  struc- 
tures of  the  eye  show  nothing  noteworthy. 

I  do  not  think  any  doubt  can  arise  as  to  the  nature  of  this 
tumor.  It  is  plainW  a  sarcoma  and  an  unpipmented  one. 
The  small  quantity  of  pigment  found  in  it,  has  nothing  to  do 
with  the  tumor  cells  which  are  throughout  free  from  pig- 
ment. In  this  particular  this  tumor  differs  from  others  in 
which  pigmentation  of  the  spindle  cells  seemed  to  point  to 
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the  origin  of  the  new  formation  from  the  stroma  cells  of  the 
iris. 

While  it  has  been  frequently  observed  that  a  sarcoma  of 
the  iris  started  from  a  pigment  spot  or  nwvus  which  had  been 
seen  in  the  iris  for  years  before  the  development  of  the  tumor, 
there  is  no  such'  history  in  our  case,  although,  it  must  be  con- 
fessed that  this  history  is  rather  incomplete.  Yet,  it  is  not 
to  be  expected  that  the  patient,  a  man  72  years  of  age,  should 
have  overlooked  the  existence  of  such  a  navus.  On  the 
other  hand,  I  do  not  think  that  the  trauma  which  this  eye  had 
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undergone  about  20  years  previous  to  the  development  of  the 
tumor  can  well  be  held  responsible  for  it.  This  point,  there- 
fore, is  not  cleared  up. 

In  Wood's  and  Pusey's  monograph  two  cases  of  sarcoma 
of  the  iris,  previously  reported  by  me  in  this  Journal  ( 1887 
and  1890),  are  mentioned  as  primary  sarcomata  of  the  iris, 
while  the  second  of  these  cases  undoubtedly  had  originated  in 
the  ciliary  body  and  grown  into  the  iris. 

In  the  supplement  numl)er  of  the  Klinische  Monatsbl-itter 
1903,  H.  Kayser  publishes  an  account  of  "a  primary  sarcouui 
of  the  iris  which    started   from    a   nocvus  rasculosits  in'dis.'* 
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His  description  and  illnstrations  tally  almost  exactly  with  one 
of  the  two  cases  of  vascular  njevus  of  the  iris  which  I  have 
described  as  a  capillary  angioma  of  the  iris  (this  Journal  Dec, 
1900).  In  referring  to  these  two  cases  Kayser  implies  that 
they,  too,  should  be  considered  as  sarcomata  having  sprung 
from  a  vascular  nfevus,  and  he  stated  that  the  long  period  of 
years  needed  by  these  tumors  to  reach  the  development  which 
led  to  the  enucleation  of  the  eyes  and  the  lack  of  all  inflam- 
matory reaction  are  not  necessarily  proof  of  their  benignity. 
Yet,  in  his  case,  while  there  were  no  inflammatory  symptoms, 
the  tumor  had  not  only  infiltrated  the  neighboring  tissue,  but, 
also,  led  to  the  formation  of  metastatic  nodules  in  the  iris, 


just  as  in  the  case  which  is  the  subject  of  the  present  paper. 

Kayser  states,  furthermore,  that  it  is  Ziegler's  opinion 
that  the  peculiar  canals  and  cavities  in  these  tumors  are  prob- 
ably due  to  the  fact  that  tumor  cells  grew  into  the  lumina  of 
the  numerous  bloodvessels  and  so  divided  them  into  numer- 
ous small  cavities  of  which  it  remains  doubtful  whether  or 
not  they  were  filled  with  blood  during  life.  Perhaps,  they 
were  filled  with  aqueous  humor. 

As  there  was  no  tumor  infiltration  into  the  neighboring  iris 
and  no  metastatic  nodule  formation  in  my  cases,  I  am  still 
inclined  to  adhere  to  the  opinion  that  the  two  cases,  I  de- 
scribed as  vascular  na^vi,  were  really  such  and  not  sarcomata 
of  the  iris. 
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SUBCONJUNCTIVAL    INJECTIONS    OF    ALKOHOL.* 

BY  PROF.  D.  M.  PESCHEL. 

FRANKFORT-OX -M. 
Translated  by  Adolf  Alt.,  JI.  D. 

SINCE  189G  I  have  systematically  employed  subconjunctival 
injections  of  alkohol  in  suitable  cases  of  acute  and  chronic 
inflammatory  affections  of  the  eyes,  yet,  I  bring  this  matter 
before  the.  ophthalmic  public  only  now  after  having  treated 
a  sufficiently  large  number  of  cases  to  have  gained  a  well- 
founded  judgment  as  to  the  value  of  this  method. 

The  favorable  results  which  had  been  reached  by  Ochsner 
(1895)  V.  Langsdorff,  Salzwedel,  and  others,  by  employing 
alkohol  packs  in  erysipelas,  phlegmon,  lymphangitis,  furun- 
cle and  panaritium,  encouraged  me  to  make  use  of  the  anti- 
phlogistic action  of  alkohol  on  the  eye,  also.  For  this  organ 
it  could  not  well  be  done  by  packs,  but  easily  by  means  of 
subconjunctival  injections.  These  have  the  special  advantage 
that  the  whole  of  the  injected  quantity  can  act,  while  with 
the  packs  a  great  deal  is  lost  by  evaporation,  and  the  skin 
does  not  absorb  alkohol  easily.  A  smaller  quantity,  there- 
fore, when  injected  must  have  a  much  greater  effect  than  a 
much  larger  quantity  applied  externally. 

According  to  numerous  recent  experiments  this  effect  is 
above  all  that  of  a  powerful  disinfectant  (Epstein,  Minervi, 
Salzwedel,  Eisner,  etc.)  Especially  in  the  moist  tissues  which 
are  permeated  by  the  injected  alkohol,  this  disinfecting  (jual- 
ity  of  the  alkohol  is  most  powerful,  while  absolute  alkohol 
does  not  act  on  dry  infectious  material,  or  at  least  but  slightly. 
The  disinfection  of  the  hands  with  alkohol  (Fiirbringer)  is  in 
general  use.  Another  illustration  of  the  disinfecting  quality 
of  alkohol  is  the  well-known  fact  that  (the  schyzomycetes  in 
favus,  trichophytia  and  piedra)  can  be  killed  by  alkoholic 
vapors,  and  pure  cultures  of  the  specific  germs  obtained  which 
are  not  affected  by  alkohol.  The  disinfecting  quality  of  al- 
kohol is  undoubtedly  the  reason  in  part  why  Unna's  alkohol 
sticks  act  so  well  in  parasitic  skin  affections. 

Fiirthcnnorc,  alkohol  stimulates  the  tissues  (  Hiickner, 
Fuclis  and  Megelejand  i)rodares  an  enlargement  of  the  local 
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arteries  and  increase  in  arterial  pressure,  with  which  are  com- 
bined a  better  permeation  of  blood  of  the  organs,  increase  in 
the  lymph  stream,  absorption  of  pathological  exudations  and 
elimination  of  noxious  substances.  Moreover,  more  leuko- 
cytes with  their  products  —  the  bactericidal  alexines  —  are 
brought  to  the  foci  of  infection.  Although  it  is  known  that 
the  alkohols  when  given  internally  do  not  produce  a  leukocy- 
tosis of  the  blood,  this  does  not  stand  in  the  way  of  their 
causing  an  emigration  of  leukocytes  into  the  tissue  when  lo- 
cally applied. 

Finally,  alkohol  has  a  specific  influence  on  the  lymph  cir- 
culation because  it  accelerates  the  endosmtic  current  of  salt  in 
the  tissues.  When  alkohol  is  added  to  salt  solutions  the  max- 
imum of  acceleration  of  diffusion  is  reached  if  the  solution 
contains  4  per  cent,  of  alkohol,  while  an  addition  of  10  per 
cent,  and  more,  markedly  retards  diffusion.  Alkohol  is  found 
in  the  tissues  to  be  exactly  of  a  percentage  which  favors  dif- 
fusion. Grehan  found  in  dogs,  killed  by  acute  alkohol  pois- 
oning 0,57  per  cent,  of  alkohol  in  the  blood,  between  0,325 
and  0,41  per  cent,  in  the  tissues. 

Subconjunctival  injections  show  the  effect  of  alkohol  on  the 
local  circulation  of  blood  and  lymph  in  an  eminent  manner. 
Alkohol  produces  a  far-reaching  flooding  of  the  tissues  with 
lymph,  a  pretty  obstinate  but  harmless  and  painless  oedema 
of  the  conjunctiva  bulbi  and  eyelids,  which  radiates  from  the 
point  of  injection.  This  acute  lymph-Hood  may  be  compared 
with  the  one  caused  by  dionin,  but  is  less  evanescent  and  does 
not  get  weaker  in  subsequent  injections  as  with  dionin.  After 
the  first  injection  of  15  per  cent,  alkohol  (see  later  on  about 
dosage)  this  cedema  is  generally  mild  and  often  permits  of  a 
further  injection  after  two  days.  This  then  is  followed  by  a 
more  obstinate  cpdema,  so  that  it  is  usually  best  to  wait  with 
further  injections  for  4  or  5  days  until  the  oedema  is  sufB-- 
ciently  reduced.  This  oedema  is  extrabulbar.  Neither  with 
the  ophthalmoscope  nor  by  direct  examination  of  a  rabbit's 
eye  which  had  been  so  treated  and  enucleated,  could  I  find  a 
trace  of  cedema  in  the  interior  of  the  eye.  Nor  could  I  see 
an  oedema  of  the  optic  nerve  when  the  dosage  of  the  alkohol 
was  correct.  Yet,  the  powerful  influence  of  this  peribulbar 
lymph  flood  on  the  absorption   of  disease  foci  within  the  eye 
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and  optic  nerve  is  not  a  theoretical  assumption,  but  is  at  once 
evident  in  the  cases  so  treated.  I  must,  however,  warn  against 
overdoing  with  this  treatment,  especially  against  a  too  rapid 
succession  of  injections  because  this  might  cause  an  oedema 
in  the  depth  of  the  orbit  which  might  even  spread  into  the 
cranial  cavity. 

I  have  been  able  to  prove  that  the  alkohol  injected  sub- 
conjunctivally  enters  the  interior  of  the  eye,  in  the  eye  of  a 
2-year  old  kitten,  into  which  I  had  made  an  injection  of  1 
gramme  of  70  per  cent,  alkohol.  I  killed  this  animal  3  hours 
after  the  injection,  made  exenteration  of  the  globe,  and  tried 
to  find  alkohol  qualitatively.  The  contents  of  the  eye  were 
quickly  rubbed  with  water  in  a  dish,  and  then  distilled.  Only 
the  first  distillate  was  collected  and  again  distilled  with  some 
potassium  carbonicum.  The  distillate  from  one  eye  was 
treated  after  Lieben's  method  with  caustic  potash  andiodine^ 
slightly  warmed  and  allowed  to  stand  over  night,  A  small 
quantity  of  iodoform  crystals  resulted.  Under  the  micro- 
scope they  showed  as  hexagonal  plates  and  stars  with  6  radii. 
The  distillate  of  the  second  eye,  left  exposed  to  the  air 
with  a  mixture  of  platinum  and  asbestos,  assumed  an  acid  re- 
action, and  by  the  addition  of  a  trace  of  silver  oxjde  acetate 
of  silver  was  formed. 

Since  1891  I  have  used  in  a  very  extensive  practice  in 
numerous  cases  of  keratitis,  ulcus,  cornere,  iritis,  iridochor- 
oiditis,  etc.,  injections  of  sublimate,  oxycyanide  of  mercury 
and  sodium  chloride,  and  have  had  good  and  bad  results.  In 
one  case  of  ulcus  with  a  small  hypopyon  I  saw  the  next  day 
after  a  subconjunctival  injection  of  sublimate  ( 1  granmi  of  a 
1 :5000  solution)  the  hypopyon  markedly  increased.  Since  then 
I  have  been  rather  skeptical  concerning  the  injections  of  sub- 
limate in  acute  inflammatory  processes.  I  have  never  seen 
such  noxious  effects  from  any  injections  of  alkohol. 

Rothmund  who  in  1866  as  the  first  recommended  subcon- 
junctival injections  of  Na  CI,  limiting  the  indication  to  the 
stinmlation  in  refractive  exudation  into  the  cornea  in  paren- 
chymatous keratitis,  says  in  i)arenthoses,  that  alkohol  or  chlo- 
lofdiiii,  might  l)c  used  in  a  similar  way.  But  the  promised 
larger  pajier,  announced  in  this  preliminary  notice,  has  never 
appeared  and   it   seems,  therefore,   that    he   had   neither  had 
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very  good  success  with  the  Na  CI  injections  which  he  advised 
to  repeat  after  two  weeks  only,  nor  had  he  ever  used  alkohol. 
There  is  no  mention  made  in  the  subsequent  ophthalmic  liter- 
ature of  subconjunctival  injections  of  alkohol.  Therefore, 
nobody  has  determined  their  indications. 

The  following  experiences  were  made  concerning  the  do- 
sage :  Strong  parenchymatous  injections  of  alkohol  produce 
quickly  and  certainly  sclerosis  of  the  connective  tissue,  scar- 
formation,  which  peculiarity  is  made  use  of  in  surgery  in  order 
to  cure  hernia  (Schwalbe's  method),  struma,  lipoma  and  va- 
rices. That,  when  long  continued  and  often  repeated,  even 
the  smallest  quantities  of  alkohol  have  a  similar  effect  is  clear 
from  the  fact  that  chronic  alkohol  poisoning  causes  a  con- 
nective tissue  degeneration  of  different  organs.  Experiments 
made  on  guinea  pigs  have  shown  me  that  a  subconjunctival 
injection  of  3t  gramm  of  50  per  cent,  alkohol,  and  more  so 
when  70  per  cent,  alkohol  was  used,  was  followed  by  oedema, 
heemorrhages  and  emigration  of  leukocytes  in  the  conjunctiva 
bulbi  and  subconjuuctivally.  After  the  injection  of  70  per 
cent,  alcohol  a  low-grade  leukocytosis  could  be  seen  in  the 
spaces  of  Fontana,  the  ciliary  body,  the  choroid  and  the 
sheaths  of  the  optic  nerve  when  the  eyes  were  fixed  24  hours 
after  the  injection.  This  was  easily  discernible  when  the  sec- 
tions were  compared  with  sections  from  the  healthy  fellow-eye. 

Guided  by  these  experiences,  and  not  forgetting  the  fact 
that  even  30  per  cent,  alkohol  by  its  coagulative  power  will 
fix  the  cells  and  nuclei  of  the  tissues,  I  have  thought  that  15 
per  cent,  alkohol  would  be  the  best  correct  concentration  for 
therapeutic  purposes  and  have  mostly  used  this  in  the  quan- 
tity of  1  ccm.  for  subconjunctival  injection.  I  have  found 
that  in  sensitive  individuals,  especially  women,  this  concen- 
tration produced  a  very  severe  and  persistent  oedema,  also, 
nausea,  and  in  these  cases  I  had  to  use  10  per  cent,  alkohol. 
The  15  per  cent,  alkohol  caused  in  such  patients  in  rare  cases 
photopsiae.  On  the  other  hand  10  per  cent,  alkohol  in  most 
cases  hardly  produces  a  peribulbar  oedema  and  is  therefore 
not  sufliciently  energetic  in  its  action  to  be  of  therapeutic 
value.  A  complication  arose  when  I  desired  to  add  1  mm. 
cocaiuum  hydrochloricum  and  cooked  the  liquid,  for  sterili- 
zation, since  the  boiling  point  of  15  per  cent,  alkohol  is  not 
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high  enough  for  this  purpose  and  in  the  boiling  of  the  liquid 
some  alkohol  would  evaporate.  I,  therefore,  first  cooked  a 
syringe  full  of  a  1  per  cent,  cocaine  solution  (1  nimg.  of 
cocaine)  and  used  it  at  blood  heat,  and  then  made  the  mix- 
ture with  sterilized  absolute  alkohol  expressly  for  each  injec- 
tion. It  was  necessary  to  use  a  sterilized  dropper  of  a  known 
size  of  the  drops,  in  order  to  get  a  constant  quantity  of  alko- 
hol. Lately  I  used  one  which  gave  10  drops  of  alkohol  for 
0,24  ccm.  and  24  drops  of  water  for  for  1,33  c.cm.  The  mix- 
ture of  the  two  equals  about  15  1-3  alkohol.  The  piston  of  the 
syringe  was  made  of  glass  or  asbestos,  never  of  oiled  leather. 
Before  the  injection  the  conjunctiva  was  cocainized.  The 
injection  was  repeated  only  after  the  usuall}'  mild  reaction  had 
passed  off,  rarely  after  1,  usually  after  2  to  5  or  more  days. 
The  number  of  injections  varied  according  to  the  period  of  the 
disease  and  in  some  chronic  cases  (parenchymatous  keratitis, 
disseminate  choroiditis)  reached  10.  The  place  of  injection  was 
changed  as  much  as  possible.  I  never  observed  subconjunctival 
scarf ormation  by  this  method,  but  I  found  this  to  occur  in 
animal's  eyes  after  the  injection  of  20  and  more  per  cent,  of 
alkohol.  It  is  not  very  rare  that  a  small  subconjunctival 
hemorrhage  occurs  after  the  injection,  which  is  of  course  of  no 
importance.  The  injections  may  be  made  under  the  conjunct- 
iva bulbi  or  the  retrotarsal  folds.  In  the  latter  case  the  oed 
ema  of  the  skin  of  the  lid  is  greater,  in  the  former  case  that  of 
the  conjunctiva  bulbi.  When  a  deep  injection  is  made  in  the 
retrotarsal  fold  the  fluid  may  not  spread  at  all  into  the  ocular 
conjunctiva,  but  pass  into  the  anterior  orbital  tissue.  In  af- 
fections of  the  anterior  part  of  the  eyeball  and  })robal)ly  in 
general  this  is  not  the  best  method  and  it  should  always  be 
the  aim  to  have  at  least  a  part  of  the  fluid  go  under  the  ocular 
conjunctiva. 

I  shall  now  give  a  short  account  of  the  diseases  in  which 
I  have  successfully  employed  the  subconjunctival  injection  of 
alkohol.  Almost  in  all  of  the  cases  simultaneously  other 
modes  of  treatment  were  employed  so  that  not  all  of  the  im- 
provements and  cures  could  be  attributed  to  the  alkohol  in- 
jections. Yet,  under  certain  circuMistanees  it  was  possil)le 
to  oljserve  their  effect,  for  instance,  when,  the  other  treatment 
being  temporarily  stopped,  an  injection  of    alkohol  brought 
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about  the  diminution  of  the  inflammatory  symptoms  or  an 
improvement  in  function,  etc. 

Of  Jceratitis  5  cases  of  the  acute,  circumscribed  form  partly 
with  ulceration,  were  treated  with  2  to  4  injections.  In  one 
case  only  no  direct  curative  effect  could  be  seen,  the  oth.er 
cases  healed  rapidly.  In  two  of  these  cases  the  alkohol  in- 
jections prevented  an  ulceration  and  brought  on  an  absorption 
of  the  infiltration.  In  all  cases  disinfecting  eyewashes  were 
used  and  sometimes  atropine. 

In  a  case  of  lime-bur n  of  the  cornea  having  been  treated 
for  8  days  with  oxycyanide  of  mercury  and  aii'ol  insuffla- 
tions a  superficial  ulcer  of  the  cornea  appeared  with  severe 
symptoms  of  irritation  so  that  with  atropine  the  pupil  could 
be  dilated  with  difiiculty  and  for  a  short  time  only.  After 
one  alkohol  injection  the  pupil  dilated  on  the  following  day, 
and  after  a  second  injection  3  days  later  a  rapid  healing  re- 
sulted. 

A  case  of  paracentral  staphylococcus  ulcer  of  the  cornea 
with  hypopyon  healed,  leaving  a  very  small  scar,  with  three 
injections,  besides  an  oxycyanide  of  mercury  wa>h.  Five 
cases  of  trachomatous  keratitis,  two  with  ulcers,  were  brought 
to  a  quick  and  much  more  favorable  termination,  than  is 
usual  in  trachoma,  by  4  to  5  alkohol  injections  combined 
with  other  therapeutic  measures.  The  lid  affection  and 
the  pannus  did  not  appear  to  be  influenced  thereby.  Three 
cases  of  parenchymatous  keratitis  due  to  congenital  lues  were 
treated  with  a  mild  course  of  mercury  and  the  usual  topical 
applications,  but  were  undoubtedly  brought  either  to  a  quicker 
healing  than  usual,  or  with  less  of  a  scar  and  ulceration  of 
the  cornea  with  6,  7  and  10  alkohol  injections.  In  a  fourth 
typical  case  of  parenchymatous  keratitis  I  did  not  employ  the 
alkohol  injections  until  the  typical  inflammatory  symptoms 
were  gone  and  the  stage  was  reached  in  which  a  diffuse  va.s- 
cularized  opacity  with  a  denser  center  covered  both  corneae. 
This  stage  had  been  reached  in  about  three  months  in  the 
right  and  in  three  and  a  half  in  the  left  eye  under  the  appli- 
cation of  yellow  oxide  of  mercury  ointment.  I  then  made  10 
subconjunctival  alkohol  injections  in  the  left  eye  only  in  the 
course  of  50  days  and  not  only  saw  the  opacity  clear  up 
quicker  than  in  the  right  eye,  but,  also,  with  a  better  final 
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result,  so  that  while  after  two  months  vision  for  distance, 
was  not  much  better  than  in  the  right  eye  (10/100  resp. 
10/200),  the  left  eye  could  read  Snellen  0,8  easily  with  +  3 
D.,  while  the  right  eye  barely  read  1,1.  This  case  convinced 
me  that  the  injections  accelerated  the  absorption  of  the  exu- 
dations and  prevented  their  permanent  organization. 

I  will  add  here  at  once  that  in  four  cases  of  large  recent 
corneal  opacities  which  remained  after  keratitis  circumscripta 
and  corneal  ulceration,  by  means  of  6  to  8  alkohol  injections 
added  to  the  application  of  yellow  ointment,  I  have  produced 
a  rapid  and  highly  satisfactory  clearing  up.  In  one  case  (in 
a  youn2  man)  of  very  obstinate  vascular  keratitis  with  infil- 
trations in  which  different  of  the  usual  local  medicamenta- 
tions  besides  constitutional  treatment  had  been  made  use  of, 
a  decided  improvement  was  reached  only  by  4  alkohol  in- 
jections, and  by  3  further  injections  in  the  course  of  3 
months  the  pannus  scrophulosus  was  greatly  reduced.  In  sim- 
ilar cases  in  children  I  have  never  made  injections,  since  they 
would  necessitate  a  general  narcosis. 

In  3  cases  of  ulcus  serpens  with  hypopyon,  one  of  which 
was  complicated  with  dakryocystoblennorrhoea,  I  found  from 
3  to  5  injections  very  effective.  Of  course,  other  modes  of 
treatment  were  simultaneously  applied  in  these  cases,  as  an- 
tisepsis, moist  heat,  treatment  of  the  disease  of  the  lacrimal 
sac,  etc.,  yet,  I  could  see  with  certainty  that,  when  a  slow 
progress  of  the  disease  was  going  on,  the  injections  stopped 
this.  In  one  case,  however,  in  which  while  the  infected  pro- 
gressing edge  of  the  ulcer  had  assumed  a  much  better  appear- 
ance, there  yet  remained  a  possibility  of  further  progress,  I 
touched  this  with  the  sovereign  Paquelin,  whereupon  healing 
took  place  at  once. 

A  case  of  true  corneal  abscess  in  an  eye  with  an  anterior 
synechia  was  brought  to  a  favorable  end  by  (j  alkohol  injec- 
tions. The  little  abscess  was  formed  near  the  site  of  the  syn- 
echia in  the  posterior  layers  of  the  otherwise  cloar  cornea 
due  to  infectious  germs  which  had  remained  behind  after 
former  iritic  attacks,  had  in  three  weeks  spread  through  the 
anterior  lamellie  to  the  surface  and  healed  after  this  perfora- 
tion. The  symptoms  of  irritation  were  ([uite  severe  and  the 
alkohol  injections  reduced  these  and  prevented  further  spread- 
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ing.  .  Of  course,  other  medicamentation,  as  atropine,  moist 
heat,  etc.,  was  added. 

Two  cases  of  rheumatic  episcleritis,  one  of  which  had 
lasted  for  more  than  6  months,  were  very  favorably  influ- 
enced by  the  alkohol  injections.  In  the  recent  case  4  injec- 
tions, in  the  chronic  one  8  injections,  with  other  treatment, 
sufficed  to  perfect  a  cure. 

Six  cases  of  acute  and  subacute  iritis,  several  of  rheu- 
matic, one  of  syphilitic,  and  one  of  gonorrhoic  origin,  reacted 
on  4  to  7  alkohol  injections  by  a  reduction  of  the  inflamma- 
tory symptoms  and  absorption  of  exudates.  This  was  plainly 
visible,  although  other  treatment  was  employed.  In  one  case 
of  very  tedious  iritis  serosa,  which  in  spite  of  very  energetic 
treatment  had  already  lasted  9  months,  I  produced  in  one 
month  by  5  alkohol  injections  a  great  reduction  in  the  symp- 
toms and  absorption  of  most  of  the  deposits  on  Descemet'& 
membrane,  so  that  the  effect  of  this  therapeusis  was  very  evi- 
dent. 

A  hyjihaema  after  trauma  in  a  man  60  years  old,  which 
did  not  yield  to  pressure  bandage  and  atropine,  was  promptly 
absorbed  after  2  alkohol  injections. 

A  case  of  subacute  tenonitis  with  oedema  of  the  conjunctiva 
and  exophthalmus,  in  which  a  physician  had  diagnosed  a  rap- 
idly growing  orbital  tumor,  was  rapidly  improved,  and  cured 
in  a  few  weeks  by  3  alkohol  injections  and  moist  heat. 

Traumatic  iridocyclitis  from  a  deep  burn  with  melted  lead 
of  the  sclerotic  in  the  region  of  the  root  of  the  iris,  another 
case  due  to  contusion  of  the  eyeball,  further  on  a  case  of  iri- 
docyclitic  irritation  with  ciliary  neurosis  following  the  ex- 
traction of  a  soft  choroiditic  cataract,  were  treated  with  alko- 
hol, besides  atropine  and  other  local  applications;  3  to  5  in- 
jections with  intervals  of  2  to  6  days  had  an  undoubted  bene- 
ficial influence  on  the  course  of  the  disease. 

Cyclitis  in  an  atrophic  eye  which  ran  a  slow  course  with 
exacerbations,  by  means  of  8  alkohol  injections,  was  im- 
proved to  such  a  degree  that  an  artificial  eye  could  be  worn 
on  the  stump ;  6  months  later,  however,  when  the  irritation 
recurred,  I  preferred  to  enucleate  the  stump. 

In  a  case  of  perforating  trauma  of  the  sclera  just  behind 
the   ciliary  body  with  profuse  hfeinorrhages  into  the  vitreous 
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body,  caused  by  a  puncture  with  a  pocket-knife,  an  infectious 
choroiditis  resulted,  which,  beginning  from  the  5th  day  after 
the  injury,  was  treated  with  9  alkohol  injections  at  intervals  of 
1  to  6  days.  I  am  convinced  that  thereby  I  did  not  only  pre- 
vent a  panophthalmitis,  but  saved  even  perception  of  light 
and  projection. 

In  four  cases  of  spontaneous  or  traumatic  hoemorrhages 
in  vitreo,  I  could  observe  the  beneficial  action  of  the  injec- 
tion on  the  absorption.  Smaller  and  larger  haemorrhages 
were  cleared  up  in  a  much  shorter  time  than  they  do  when 
left  alone.  In  one  case  a  glaucoma  with  hsemorrhagic  ten- 
dencies had  been  operated  on.  A  hyphaema  and  a  slight 
vitreous  hpemorrhage  were  absorbed  the  first  in  two  weeks, 
the  latter  a  little  slower,  and  the  beneficial  action  of  alkohol 
injections  in  those  4  cases  was  undoubted. 

Exudative  opacities  in  the  vitreous  body,  too,  are  favora- 
bly influenced,  as  I  saw  in  the  following  case:  A  lady,  40 
years  old,  had  had  for  years  in  both  eyes  a  chronic  iridocho- 
roiditis  with  posterior  synechiae  and  diffuse  opacities  in  the* 
vitreous  body,  which  often  remained  unaltered  for  months. 
During  these  years  I  treated  the  patient  by  all  sorts  of  means, 
hydrotherapeutic  applications,  sweat  cures,  pilocarpine  injec- 
tions, mild  mercurials,  different  iodide  preparations,  stimula- 
ting cures,  etc.,  and  succeeded  in  preserving  a  good  visual 
acuity  in  both  eyes,  sufficient  for  reading  print.  At  one 
time,  when  the  condition  had  remained  stationary  in  both 
eyes  for  a  continued  period,  I  made  in  the  left  eye  6  alkohol 
injections  during  one  month,  and  found  that  during  this  time 
in  this  eye  subjectively  and  objectively  a  marked  clearing  of  the 
opacities  and  improvement  of  the  visual  acuity  resulted,  while 
no  change  occurred  in  the  right  eye. 

A  case  of  preretinal  htemorrhage  is  especially  noteworthy. 
A  middle-aged  man  while  reconvalescing  from  a  febrile  dis- 
ease suddenly  noticed  a  central  scotoma  before  his  right  eye. 
The  ophthalmoscope  revealed  in  the  region  of  the  macula  lutea 
u  hicmorrhage  of  the  size  of  6  papillre  which  had  upwards  an 
irregular  outline  and  was  surrounded  by  smaller  hemorrhages, 
while  below  it  had  a  sh:irp  horizontal  limitation  (inverted  im- 
age.) By  tcnijiorary  pressure  biuulage  and  <>  alkohol  injec- 
tions made  in   about  5  weeks  the  largest  part  of  this  hivmor- 
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rhage  was  absorbed.  During  this  time  the  horizontal  line 
rose  higher  and  higher,  showing  that  this  was  a  fluid  preretinal 
haemorrhage. 

In  a  man  62  years  old  with  compensated  valvular  insuffi- 
ciency of  the  aorta,  by  means  of  iodide  of  potassium  and  7 
alkohol  injections,  in  2  months,  a.  hoetnorrhagic  choroiditis  was 
improved  to  such  a  degree  that  vision  rose  from  counting  of 
fingers  to  15/70.  Some  10  months  later  the  tension  in  this 
age  increased  so  as  to  necessitate  an  iridectomy. 

Two  cases  of  central  choroiditis  were  treated  with  alkohol. 
One  in  a  man  of  middle  age  who  suffered  from  muscular  rheu- 
matism and  mild  rheumatic  choroiditis.  This  showed  itself 
in  the  left  eye  only  through  small  scotomata  near  the  macula 
lutea,  although  nothing  was  visible  ophthalmoscopically ;  5 
alkohol  injections, with  salicylates  internally,  brought  about  the 
disappearance  of  the  scotomata.  A  lady  60  years  old,  with 
arteriosclerosis  suffered  from  a  mild  choroiditis  centralis  with- 
out ophthalmoscopic  signs  and  complained  especially  of  meta- 
morphopsia  without  scotomata.  Mild  iodide  treatment  and 
4  alkohol  injections  in  the  course  of  one  month  caused  a  very 
marked  improvement  in  the  metamorphopsia. 

In  2  cases  of  disseminate  choroiditis  without  known  basis 
the  disease  was  cut  short  in  3  and  5  months  by  means  of  9 
and  10  alkohol  injections  combined  with  unimportant  other 
treatment. 

I  found  that  alkohol  injections  are  a  very  important  ad- 
junct to  the  mercurial  treatment  in  sympatJietic  oi^hthalmia, 
as  well  when  used  as  a  preventative  or  as  a  treatment  of  the 
established  disease.  This  effect  was  plainly  noted  in  the  left 
eye  of  a  young  laborer  who  unfortunately  gave  his  consent  to 
the  enucleation  of  the  right  injured  eye  only  when  the  sympa- 
thetic ophthalmia  broke  out  in  the  left  one.  This  with  syni- 
cesis  of  the  iris  and  opacities  of  the  vitreous  body,  had  de- 
pressed vision  to  such  an  extent  that  the  patient  could  hardly 
count  fintrers.  With  mercurial  inunctions  and  other  treat- 
ment  a  slow  improvement  was  gained  so  that  he  could  count 
fingers  at  6  feet  after  6  months.  Then  17  alkohol  injections 
in  2  months  produced  a  further  improvement  sc  that  he 
counted  fingers  at  10  to  12   feet. 

Ac^ainst  the   chorioretinal  complications  in  myopia  I  have 
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made  in  3  cases  5  or  6  alkohol  injections  with  marked  success^ 
and  have  seen  that  the  irritative  symptoms  and  photopsise 
were  improved,  the  opacities  in  the  vitreous  body  were  cleared 
up,  retinal  haemorrhages  were  absorbed,  and  the  loss  of  vision 
was  prevented. 

Detachment  of  the  retina  I  treated  with  alkohol  injections 
in  2  cases.  In  the  first  case  a  traumatic  hemorrhagic  detach- 
ment had  occurred  in  the  external  lower  quadrant  of  the  right 
eye  after  a  contusion.  Pressure  bandage,  rest,  and  5  alkohol 
injections  brought  about  absorption  and  restitution  of  the 
visual  field  in  the  affected  quadrant.  In  the  second  case  a 
recent  detachment  of  the  upper  part  of  the  retina  in  a  case 
of  myopia  of  high  degree  all  treatment,  including  alkohol  in- 
jections, remained  useless. 

In  a  case  of  jpigmentary  retinitis  in  a  man  30  years  of 
age,  in  which  during  the  previous  3  years  vision  had  markedly 
deteriorated,  and  the  visual  field  had  progressively  become 
smaller,  luckily  6  alkohol  injections  with  stimulating  treat- 
ment, and  a  few  hydrotherapeutic  applications  produced  a 
standstill  in  the  progress  of  the  disease  in  the  course  of  sev- 
eral months,  without  any  alteration  in  the  characteristic  oph- 
thalmoscopic appearances.  A  year  later  both  visual  acuity 
and  visual  field  were  found  to  be  the  same. 

Finally,  I  treated  a  case  of  acute  retrobulbar  neuritis,  which 
had  to  be  looked  upon  as  of  rheumatic  origin.  A  lady,  36 
years  old,  had  become  absolutely  amaurotic  with  severe  pain 
in  the  left  eye  in  the  course  of  two  days.  Rest,  an  icebag  to 
the  head,  catharsis  and  a  few  leeches  restored  within  2  weeks 
a  limited  visual  acuity  (fingers  counted  excentrically  at  5  feet, 
with  central  scotoma)  ;  5  alcohol  injections,  now  made,  in- 
creased vision  in  a  month  to  counting  of  finjojers  at  10  feet. 
This  vision  remained  stationary  with  an  irregularly  contracted 
visual  field  and  a  central  scotoma.  The  ophthalmoscope 
showed  progressive  atrophy  of  the  optic  nerve. 
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The  following  remarks  of  several  contemporaries  on  the 
•demand  of  certain  opticians  for  recognition  as  hybrid  physi- 
cians, have  our  hearty  approval.  The  question  is  again  agi- 
tating the  State  of  New  York  and  Great  Britain.  We  hope 
that  in  the  interest  of  the  opticians  themselves  no  such  de- 
mand will  be  granted. 

Act  to  Define  and  Regulate  the  Practice 
or  Optometry. 

It  is  sometimes  supposed  that  opticians  have  contributed 
to  the  knowledge  of  the  world  very  materially  in  the  inven- 
tion of  glasses  in  their  adjustment,  and  so  forth.  As  a 
matter  of  fact,  the  world  remained  without  any  scientific  ad- 
justment of  glasses  to  the  eye,  without  any  exact  knowledge 
as  to  their  powers,  until  Professor  Donders,  of  Utrecht,  in 
Holland,  a  member  of  the  medical  profession,  a  physiolo- 
gist and  ophthalmologist,  deduced  this  from  a  mass  of  in- 
formation that  had  been  gathered,  not  by  opticians,  but  by 
members  of  the  medical  profession  and  other  scientists  in- 
-cluding  himself,  and  classified  it  so  that  glasses  could  do  their 
important  work.  From  that  day  to  this  the  advances  con- 
tinue to  be  made  by  men  who  are  educated  and  licensed  to 
practice  medicine  The  adjustment  of  glasses  is  just  as  much 
Si  matter  of  medical  practice,  as  the  prescription  for  a  brace 
for  any  crippled  part  of  the  body,  or,  as  the  prescription  of  a 
drug  to  relieve  a  pain.  All  these  things  require  knowledge  of 
the  anatomy  of  the  human  body,  a  general  understanding  of 
the  relations  of  health  and  disease  to  the  functions  of  the 
body,  and  so  forth. 

Now,  what  are  our  opticians?  They  are  men  who  grind 
glasses  according  to  the  rules  laid  down,  not  by  themselves, 
but  by  the  scientific  teachers  of  the  world.  They  sell  these 
glasses  to  people  who  may  ask  for  them,  either  on  the  pre- 
scription of  a  physician  or  on  their  own  choice.  The  medical 
profession  has  no  desire  to  interfere  with  the  liberty  of  any 
person  who  chooses  to  select  his  own  glasses  from  those 
offered  to  him  by  an  optician,  neither  do  we  object  to  any 
patient  going  to  an  apothecary  and  asking  for  a  non-poison- 
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ous  drug  for  the  relief  of  some  ache  or  pain  from  which  he  is 
suffering.  The  responsibility  in  such  cases  is  with  himself, 
and  not  with  the  optician  or  the  druggist,  but  what  we  do  ob- 
ject to  in  behalf  of  the  public,  is  that  either  one  of  these 
people  shall  undertake  to  prescribe  for  the  patient,  tell  him 
what  glasses  will  relieve  his  headache,  what  glasses  will  cor- 
rect the  strain  on  his  vision,  or  what  drug  will  cure  his  ail- 
ments. Then  he  has  engaged  in  the  practice  of  medicine, 
which  the  State  of  New  York  does  not  allow,  unless  after  cer- 
tain examination. 

But  the  opticians  will  appear  this  year  again  with  "Act  to 
Define  and  Kegulate  the  Practice  of  Optometry."  Optometry 
the  bill  says,  "is  hereby  defined  as  the  emplo3^ment  of  sub- 
jective and  objective  mechanical  means  to  determine  the  ac- 
commodative and  refractive  states  of  the  eye  by  using  such 
skilled  mechanical  means  as  will  determine  their  choice." 
This  definition  has  a  fatal  defect  in  assuming  that  the  human 
body  is  entirely  a  mechanical  organism,  whose  defects  can  be 
attended  to  just  as  can  those  of  a  steam  engine  or  an  electric 
dynamo.     (  The  Post- Graduate. ) 

The  Opticians'  "Optometry"  Should  be  made  Illegal 
Instead  of  Being  Legalized. 

The  "Optical  Society  of  the  State  of  New  York"  has  pre- 
pared a  bill  which  it  is  seeking  to  have  made  law  and  it  is 
actually  asking  physicians  for  their  help  in  securing  its  pas- 
sage. The  first  section  of  this  bill  is  a  definition  of  "optom- 
etry," which  reads  as  follows: 

The  employment  of  any  means,  other  than  the  use  of  drugs, 
for  the  measurement  of  the  powers  of  vision,  and  the  adapta- 
tion of  lenses  for  the  aid  thereof. 

Section  9  of  this  proposed  bill  makes  a  distinction  between 
optometrists  and  "those  who  sell  spectacles  or  eyeglasses  on 
prescription  from  any  duly  (jualified  optometrist  or  physician," 
from  which  wo  learn  nuich  I  In  the  letter  seeking  the  aid  of 
physicians  there  arc  these  paragra))hs : 

As  the  measure  does  not  invade  the  domain  of  nicdicine, 
we  desire  the  support  of  all  nicdical  practitioners,  hrlicving 
that  the  ('om|)ulsory  (Mhication  of  those  ongagod  in  titling  spec- 
tacles and  cycglass(vs  will  prove  a  pronounced  pul)li('  st-rvice. 
.    .    .   We  want  all  who  practise  optometry  to  Ix-  alilc  to  rccog- 
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nize  desease  for  the  sole  purpose  of  urging  the  importance  of 
consulting  qualified  physicians. 

This  is  the  rankest  hypocrisy  and  deceit.  "Optometry" 
practised  by  any  but  physicians  should  be  made  illegal  instead 
of  cunningly  legalized.  No  "optometrist"  can  possibly  "rec- 
ognize disease"  except  after  a  medical  education.  It  is  as  im- 
portant that  the  treatment  of  diseases  of  the  eye  should  be 
solely  in  the  hands  of  medical  men  as  that  druggists  should 
be  disqualified  from  prescribing  for  other  diseases.  Moreover 
there  is  a  double  deceit  in  all  this,  for  almost  no  spectacles  or 
eyeglasses  are  prescribed  by  the  medical  man  for  the  sole  pur- 
pose of  "aiding  vision."  Myopia  is  a  disease  itself,  and  astig- 
matism and  farsightedness,  if  not  alwavs  of  themselves  dis- 
eases,  do  produce  many  and  profound  diseases,  directly  and 
inevitably.  There  are  no  instruments  of  the  materia  medica 
more  powerful  for  good  or  evil  than  lenses  used  in  spectacles. 
The  eye  is  the  most  valuable  of  the  sense  organs  of  the  body ; 
and  its  diseases  and  the  function  of  vision  are  indissolubly 
bound  together.  The  disorders  of  vision  cannot  be  treated 
apart  from  the  diseases  of  the  eye,  and  also  from  the  diseases 
of  the  brain  and  of  the  whole  body  which  result  from  opto- 
metry good  or  bad,  or  from  the  want  of  it.  Every  physician 
should  labor  to  make  optometry  illegal  by  any  other  than  the 
physician.      (^Am.  Medicine,) 

The  Optical  Society's  Bill. 

The  attempt  on  the  part  of  the  Optical  Society  of  the 
State  of  New  York  to  secure  legislation  to  legalize  the  acts  of 
its  members  in  practising  medicine  without  the  now  legal 
qualifications  is  to  be  renewed.  Its  failures  in  former  years 
were  to  be  attributed  in  no  small  degree  to  the  efforts  of  the 
State  Medical  Society  and  its  committee  on  legislation.  This 
year  the  president  of  the  Optical  Society  has  sent  to  each 
physician  in  the  State  a  copy  of  the  proposed  act,  a  circular 
in  which  certain  erroneous  statements  are  made,  and  a  postal 
card  which  it  is  requested  that  the  physician  sign  and  return. 
Doubtless  many  of  these  postal  cards  have  been  signed  and 
returned  by  physicians  who  have  forgotten  for  the  time  the 
stru<yo-les  so  ablv  waged  at  Albanv,  bv  our  committee  on  legis- 

err  ►  «^  *■  - 

lation  to  maintain  the  standard  to  be  required  of  all  who  shall 
practise  any  branch  of  medicine  in  this  State,  but  who  would 
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not  willingly  or  knowingly  hamper  the  action  of  that  com- 
mittee. But  when  our  committee  presents  the  ahnost  unani- 
mous opposition  of  the  profession  to  this  or  any  other  bill 
which  will  tend  to  "let  down  the  bars,"  it  will  be  confronted 
by  this  mass  of  postal  cards  from  the  individual  members  of 
the  profession  it  represents,  each  one  of  whom  has  signed  a 
statement  directly  antagonistic  to  its  efforts.  In  his  circular 
letter  the  president  of  the  Optical  Society  says,  "As  the 
measure  does  not  invade  the  domain  of  medicine  we  desire  the 
support  of  all  medical  practitioners.  .  .  .  We  want  all 
who  practice  Optometry  to  be  able  to  recognize  disease  for 
the  SOLE  purpose  of  urging  the  importance  of  consulting 
qualified  physicians."  Section  I.  of  the  bill  is  "  The  practice 
of  Optometry  is  defined  to  be  the  employment  of  any  means, 
other  than  the  use  of  drugs,  for  the  measurement  of  the  pow- 
ers of  vision  and  the  adaptation  of  lenses  for  the  aid  thereof." 
By  the  "  powers  of  vision  "  must  be  meant  the  functional 
activity  of  the  retina  as  influenced  by  disease  or  malformation 
of  some  portion  of  the  eye.  The  adaptation  of  lenses  for  the 
aid  thereof  can  take  place  with  benefit  to  the  patient  only 
when  malformation  is  the  fault,  but  the  treatment  of  diseases 
and  malformations  of  the  eye  is  as  much  practice  of  medicine 
as  treatment  of  the  diseases  and  malformation  of  the  limbs  or 
of  the  internal  organs,  and  all  who  practice  this  branch  of 
medicine  should  be  equally  well  qualified  with  those  who  de- 
vote their  attention  to  the  others.  The  statement  of  the 
president  in  his  letter,  that  the  measure  does  not  invade  the 
domain  of  medicine,  is  not  true.  If  it  were  not  for  the  desire 
to  invade  that  domain  such  a  bill  as  this  would  never  be 
thought  of,  much  less  pressed  year  after  year  upon  the  legis- 
lature. Persons  who  suffer  from  troubles  which  call  for  at- 
tention to  the  eyes  should  be  encouraged  by  the  profession  to 
avoid  such  people  as  those  it  is  now  proposed  to  license,  and  to 
consult  physicians  who  are  specialists  in  eye  diseases,  to  de- 
termine what  treatment  should  be  instituted.  Meantinu*.  no 
effort  should  be  spared  to  exclude  this  insidious  measure.  It 
is,  in  sooth,  the  wooden  horse  of  Troy.  Surely  of  it  and  its 
specious  sops  to  the  medical  profession,  we  may  well  repeat 
"  7'imeo  Donnos  cf  (loiia  frrentes/'  {Neir  York  and  l^hila- 
delphia  Medical  Journal. ) 


Editorial  Notes.  57 

The    following  appears  in  the  February  number  of  our 
most  recent  ophthalmic  contemporary,   the   Ophthalmoscope: 

The  Optician  Question. 

We  congratulate  Mr.  W.  A.  Dixey,  of  New  Broad  Street, 
a  member  of  the  well-known  firm  of  London  opticians,  on 
having  the  courage  of  his  opinions  on  the  vexed  question  of 
sight  testing  by  a  member  of  his  craft.  He  has  issued  a  cir- 
cular letter  to  the  leading  journals  of  the  optical  trade.  As 
an  old-standing  member  of  the  Company  he  discusses  the  pro- 
posal to  add  the  subject  of  sight  testing  to  the  examinations 
for  opticians  held  by  the  Spectacle  Makers'  Company.  He 
smites  the  whole  army  of  pseudo-oculists  hip  and  thigh  in  a 
letter  which  is  admirably  concise,  moderate,  and  convincing. 
We  have  not  space  here  to  discuss  the  communication  at 
length,  but  must  refer  readers  interested  in  the  matter  to  the 
original  document.  Take  the  following  passage:  "Three 
processes  are  involved  in  fitting  a  person  with  spectacles:  (1) 
Testing  the  sight;  (2)  Measuring  the  face ;  (3)  Selling  the 
spectacles.  There  is  also  the  process  of  making  the  spec- 
tacles, but  I  leave  that  out  for  the  present.  As  a  matter  of 
convenience,  I  contend  that  the  first  belongs  to  the  consulting 
room,  and  the  third  to  the  shop.  The  second  can  in  this 
respect  be  equally  well  conducted  in  either."  That  is  a 
crisp  enough  statement,  and  Mr.  Dixey' s  style  is  equally  to 
the  point  when  he  comes  to  deal  with  the  actual  manufacture. 
"On  the  wholesale  and  manufacturing  side  of  the  trade,"  he 
says,  "there  has  been  a  lack  of  technical  knowledge  and  a 
want  of  enterprise,  which  have  had  the  natural  result  that  we 
are  inundated  with  a  quantity  of  foreign  goods,  which  could 
just  as  well — nay,  better — have  been  made  in  England." 
Bravo !  Mr.  Dixey,  the  wholesome  English  breed  of  opticians 
•  yet  lives  and  breathes  among  us.  Heaven  only  knows  why 
on  earth  a  self-respecting  mechanic  and  tradesman  should 
want  a  number  of  letters  after  his  name  and  a  shop-window 
decoration  of  diploma,  anatomical  models,  and  optical  appa- 
ratus, instead  of  the  articles  it  is  his  trade  to  make  and  sell. 
Perhaps  were  Thackeray  alive  he  might  solve  the  problem  in 
-an  additional  chapter  to  his  "Book  of  Snobs." 
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By  W.  a.  shoemaker,  M.D. 
st.  louis,  mo. 

THE  TREATMENT  OF  LACRIMAL  STRICTURE. 

J.  Wilkinson  Jewey  (in  a  paper  read  before  the  Tri-State 
Medical  Society  of  Georgia,  Alabama  and  Tennessee,  Octo- 
ber 13-15,  1903,  Medical  Record,  Dec.  19,  1903),  discusses 
the  methods  of  treating  this  disease,  referring  especially  to 
the  passing  of  large  probes  (as  high  as  No.  16,  as  recom- 
mended by  Theobald,)  a  method  that,  in  his  experience  has 
left  much  to  be  desired.  The  principal  objections  to  this 
method  are:  (1)  It  is  necessary  to  split  the  canaliculus  for 
its  entire  length;  (2)  the  entrance  of  the  canaliculus  into 
the  sac  is  tremendously  dilated.  The  author  illustrates  and 
describes  an  instrument  that  he  thinks  overcomes  these  ob- 
jections, at  least  in  part,  and  possesses  other  advantages.  He 
says: 

The  principle  of  the  instrument  is  simply  that  of  a  wire 
bent  double  upon  itself.  When  traction  is  exerted  upon  one 
free  end,  the  other  being  held  firm,  a  buckling  results.  This 
buckling  accomplishes  the  dilation.  The  instrument  can  be 
introduced  as  easily  as  a  No.  1  or  No.  2  lacrimal  probe,  and 
when  in  situ  can  be  dilated  to  any  desired  extent,  thus  avoid- 
ing the  trauma  and  irritation  necessarily  involved  in  forcing  a 
large  solid  dilator  into  the  passage.  The  greatest  pressure 
of  dilatation  occurs  at  the  point  of  the  greatest  resistance  in 
the  canal,  which,  of  course  is  the  location  of  the  stricture. 
While  the  instrument  is  in  place  and  the  wires  are  separated, 
the  passage  is  open  for  syringing,  or  even  for  applications  by 
means  of  a  cotton-tipped  probe.  This  is  possible  with  no 
other  form  of  dilator  hitherto  devised.  By  this  means,  with 
every  fold  and  crevice  of  the  mucous  lining  on  the  stretch, 
the  cntir<'  surface  is  accessible  to  flusiiing  and  medication. 

\\\{\\  (his  instnnncnt  it  is  often  feasible  to  dilate  lacrimal 
strictures  to  any  desired  extent  wilhoul  splitting  the  cinali- 
cuhis.  In  this  way  the  surgeon  can  avoid  many  of  those  un- 
fortnnate  cases  in  which  even  after  the  stricture  has   been  re- 
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lieved  by  the  old  method,  epiphora  persists  ou  account  of  the 
lost  power  of  capillary  attraction  and  suction  due  to  splitting 
of  the  canaliculus.  Were  this  last  the  onlj  advantage  the 
dilator  possessed  it  would  still  be  of  inestimable  value  to  the 
ophthalmologist. 

The  instrument  is  provided  with  a  sliding  collar  which  can 
be  pushed  down  to  the  punctum  lacrimale  in  those  cases  in 
which  splitting  is  unnecessary,  so  preventing  the  possibility  of 
rupturing  the  punctum  or  canaliculus  in  the  process  of  dilating 
the  remainder  of  the  canal.  The  wire  part  of  the  dilator  is 
slightly  malleable  and  can  be  bent  to  any  desired  curve. 

In  using  the  dilator  I  practice  the  following  technicjue : 
After  instilling  adrenalin  and  cocaine  into  the  eye,  the  at- 
tempt is  made  to  pass  through  the  lower  canaliculus  a  No.  1 
or  No.  2  Bowman's  silver  probe.  If  this  cannot  be  done 
after  repeated  trials,  the  punctum  is  incised  for  about  2  mm., 
and  another  effort  is  made  to  pass  the  small  probe.  If  this 
be  still  impossible  then  the  canaliculus  must  be  split  in  the 
usual  way.  With  a  small  syringe  and  silver  canula  adrenalin, 
cocaine,  and  boric  acid,  in  separate  or  mixed  solution  are  in- 
jected into  the  sac  and  as  far  down  the  canal  as  possible. 

After  a  wait  of  five  minutes  for  these  agents  to  take  effect, 
the  dilator  with  a  little  simple  aseptic  or  antiseptic  lubrica- 
tion, such  as  carbolated  or  borated  vaselin,  is  passed  through 
the  canal,  the  way  having  first  been  gently  explored  by  the 
small  Bowman  probe.  The  dilator  being  held  by  the  ring  and 
barrel  with  the  left  hand,  the  right  hand  turns  the  thumb- 
screw to  spring  the  wires  apart.  The  amount  of  dilatation 
can  easily  be  guaged  while  the  instrument  is  in  position  by 
means  of  a  scale  on  the  barrel. 

The  dilatation  should  be  effected  slowly,  and  a  little  at  a 
time,  with  waiting  intervals  between  the  turns;  when  it  is 
done  slowly  and  gently  httle  pain  is  caused.  Having  been 
sprung  to  the  desired  extent  (the  amount  of  spreading  being 
increased  a  little  at  each  successive  sitting,  these  being  about 
forty-eight  hours  apart),  the  instrument  should  be  allowed  to 
remain  in  the  passage  for  ten  or  fifteen  minutes.  Then  the 
thumbscrew  is  rapidly  reversed,  the  instrument  is  withdrawn, 
and  the  passage  is  syringed  with  some  suitable  antiseptic  so- 
lution. In  the  intervals  between  sittings,  tbe  patient  is  given 
the  usual  antiseptic  wash  for  the  eye. 
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A  CONTRIBUTION   TO  THE  STUDY  OF  VISUAL  DISTURBANCES 

IN  BRAIN  INJURY. 

William  E.  Gamble  {Jour.  A.  M.  A.,  Jan.  23,)  had  a  case 
of  brain  injury  under  observation  during  a  period  of  four 
years  and  suggests  the  following  conclusions : 

1.  A  cortical  lesion  the  size  of  a  32-caliber  (  !)  bullet, 
involving  the  greater  part  (posterior)  of  the  third  and  fourth 
left  temporal  convolutions  and  bruising  of  extreme  anterior 
end  of  inferior  occipital  convolution,  and  a  subcortical  lesion 
penetrating  the  middle  occipital  convolution  at  the  same  level, 
produces  verbal  amnesia,  especially  for  names  of  objects  seen 
and  having  been  seen,  particularly  those  which  have  proper 
names  (concrete  nouns),  and  for  names  of  colors,  especially 
names  of  special  shades,  such  as  bismarck-brown,  etc.,  (am- 
nesic color  blindness)  and  pure  word- blindness  (alexia), 
which  may  be  in  part  a  form  of  visual  verbal  amnesia. 

2.  Verbal  amnesia  is  a  result  of  a  lesion  in  the  cortex  of 
the  third  and  fourth  temporal  convolutions,  left  hemisphere 
and  injury  to  cortex  of  anterior  end  of  inferior  occipital  con- 
volution. 

3.  The  amnesic  color  blindness  and  alexia  result  from 
subcortical  lesion  in  left  middle  occipital  convolution. 

4.  The  reacquirement  of  these  functions  in  a  man  28 
years  of  age  is  a  slow  and  tedious  process  of  education  of  the 
specialized  though  undeveloped  cells  of  the  right  hemisphere, 
requiring  years  for  even  partial  accomplishment. 

5.  Injury  to  the  optic  radiations  of  Gratiolet  may  pro- 
duce negative  scotoma,  contrary  to  the  teaching  that  such  a 
lesion  produces  positive  scotoma. 

6.  Primary  atrophy  of  the  optic  discs  occurs  in  lesions  of 
the  left  tempero-occipital  region. 

STEREOSCOPIC  EXERCISES.— WITH  A  SERIES  OF  PICTURES  TO 
BE  USED  IN  AMBLYOPIA  AND  SQUINT. 

Albert  B.  Hale  {Jour.  A.  M.  A.,  Oct.  10th,  liM)3),  feel- 
ing that  the  stereoscopic  views  now  in  use  are  for  the  most 
part  too  complicated  *for  successful  use  by  the  jiationt  at  home, 
has  pul)lished  a  series  of  American  pictures,  simjilifying  them 
as  much  as  possible.     He  says  : 

** Stereoscopic  exercises  mu.st  illustrate  five  stages. 

"1.    Simple  tests  to  measure   what   the  onc^   cvo  or  both 
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ejes  together  can  do.  This  I  have  embodied  in  Series  A  (1, 
2,  3,  etc.),  which  can  be  extended  as  far  as  may  be  desired. 

"2.  Simple  tests  of  the  ability  of  each  eye  to  see  its  own 
field  and  to  retain  this  impression  while  the  other  eye  also 
sees.  This  is  Series  B,  which  grows  somewhat  more  difficult 
from  number  to  number. 

"3.  Tests  in  which  each  eye  sees  what  it  at  first  takes  to 
be  the  same  picture,  but  in  which  the  half  for  each  eye  lacks 
some  detail  present  in  the  half  for  the  other  eye ;  these  halves 
are  probably  fused,  or  the  patient  thinks  they  are,  but  a 
failure  to  fuse  can  be  detected  by  the  omission  from  the  pa- 
tient's description  of  one  or  more  details.     This  is  Series  C. 

"4.  Tests  in  which  not  only  is  there  an  instinctive  stimu- 
lus to  fusion,  but  also  the  added  factor  of  depth,  for  the  fig- 
ures are  so  arranged  that  each  eye  obtains  a  picture  presented 
to  it  at  an  angle  differing  fron  the  angle  of  the  other  eye,  and 
the  completed  picture  seen  with  both  eyes  acting  together 
should  be  that  of  a  solid  body,  i.  e.,  there  should  be  a  per- 
ception of  depth  in  addition  to  fusion;  stereoscopy,  the  per- 
fected act  of  binocular  single  vision.     This  is  Series  D. 

"5.  Tests  by  means  of  pictures  of  what  we  habitually  see 
in  the  outer  world,  in  which  I  have  introduced  two  ordinary 
photographs  from  life  and  a  simple  catch  card  for  reading,  in 
which  each  eye  is  deprived  of  some  letters  visible  to  the  other 
eye,  so  that  both  eyes  must  be  used  together  and  simultane- 
ously before  the  story  can  be  fluently  read.     This  is  Series  E. 

"These  charts  may  be  placed  in  the  hands  of  any  child  or 
adult,  to  be  used  at  home  and  frequently,  with  regular  re- 
ports to  the  ophthalmologist  of  what  progress  has  been  made. 
The  pictures  are  scientific,  clear,  readily  understood,  handy 
and  cheap.  Any  simple  stereoscope  of  the  shops  may  be 
used.  The  whole  value  of  stereoscopic  exercise  depends  on 
repetition,  as  it  is  only  by  this  continuously  repeated  stimu- 
lation that  the  habit  of  fusion  may  be  formed  and  perpetu- 
ated." 

THE  TREATMENT   OF   DACRYOCYSTITIS  BY   EXTIRPATION  OF 
THE  LACRIMAL  SAC. 

Etienne  Rollet  {The  Ophthalmoscope,  Dec.  1903),  advises 
the  removal  of  the  sac:  (1)  In  simple  dacryocystitis,  when 
it  is  old  and  rebellious,   when  the  introduction  of  probes  is 


62  W.  A.  Shoemaker. 

very  painful  or  impossible,  and  when  a  speedy  cure  must  be 
effected.  (2)  In  cases  of  lacrimal  tumor  with  mucous  or 
purulent  contents.  (3)  Chronic  lacrimal  fistulae.  (4)  Tu- 
berculous dacryocj^stitis.  In  phlegmonous  dacryocystitis  the 
operation  is  least  indicated,  and  advisable  only  after  the  in- 
flammation has  subsided. 

The  author  has  removed  fifty  sacs.  Twenty-seven  cases 
were  watched  for  periods  ranging  from  six  months  to  seven 
years.  Eighty-nine  per  cent,  were  cured.  In  67  per  cent, 
hicrimation  did  not  exist;  in  22  per  cent,  it  was  present 
only  when  the  patient  was  exposed  to  the  wind  or  cold ;  in 
eleven  per  cent  it  persisted. 

Three  theories  have  been  advanced  to  account  for  the  good 
results  in  this  class  of  cases : 

* '  ( 1 )  That  the  lacrimo-nasal  canal  becomes  formed  anew, 
a  view  that  I  have  opposed  on  both  clinical  and  experimental 
grounds ; 

"(2)  That  the  watering  of  the  eye  disappears  with  the 
cause  of  the  hypersecretion,  namely,  the  lacrimal  inflamma- 
tion. This  theory  explains  the  disappearance  of  the  lacrima- 
tion  often  witnessed  immediatel}'  after  the  removal  of  the  sac, 
or,  in  other  words,  after  suppression  of  the  suppuration  caus- 
ing the  lacrimal  irritation ; 

"(3)  That  the  operation  is  followed  by  an  atrophy  of  the 
lacrimal  gland.  This  theory  explains  those  cases  where  the 
watering  of  the  eye  persists  for  some  little  time  after  ablation 
of  the  sac.  An  experiment  performed  by  me  in  1896  upon  a 
dog,  showed  that  an  atrophy,  macroscopical  and  microscopical, 
of  the  lacrimal  glands  foHowcd  five  months  after  extirpation 
of  the  animal's  lacrimal  sac.  Tscherno-Schwartz  in  1901, 
reached  the  same  results  after  experiments  upon  rabbits." 
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This  is  a  thoroughly  practical  treatise  on  diseases  of  the 
eye  which  is  not  only  complete,  but  bears  the  mark  of  a 
teacher  on  every  page.  Especial  attention  is  naturally  paid  to 
the  several  points  with  which  the  author's  name  is  more  prom- 
inently connected.  The  illustrations  are  mostly  good;  the 
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Biographical  Clinics.  Volume  II.  The  Origin  of  the 
III  Health  of  George  Eliot,  George  Henry  Lewes, 
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Whittier,  Margaret  Fuller  Ossoli,  and  Nietzsche. 
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Blakiston's  Son  &  Co.] 

The  continuations  of  the  author's  studies  concerning  the 
ocular  defects  and  their  influences  on  the  life  and  character  of 
individuals  of  literary  prominence  are  introduced  by  a  severe 
lecture  to  the  critics  of  the  first  volume.  The  author  is  so 
firmly  convinced  of  his  deductions,  that  he  cannot  accept  any 
other  views  than  his  own.  A  special  chapter  contains  "68  rea- 
sons why  glasses  did  not  give  relief,"  which  while  it  has  been 
previously  published,  is  well  worthy  of  studying  again  and 
and  again,  as  it  contains  numerous  points  of  great  importance. 
The  book  is  full  of  interesting  and  profitable  reading, 
although  ill  our  opinion  the  author  in  arguing  his  point  goes 
decidedly  too  far,  and  must  be  taken  cum  grano  salis. 
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TRAUMATIC  SUBLUXATION  OF  THE  LENS :  SECOND- 
ARY GLAUCOMA;  SUCCESSFUL  EXTRACTION, 
WITH  PRESERVATION  OF  VISION. 

By  THOMAS  R.  POOLEY.  M.D. 

NEW  YORK,  X.  Y. 

AS  is  well  kuown,  traumatic  dislocations  of  the  lens  into  the 
vitreous,  whether  partial  or  complete,  are  fraught  with 
danger  for  the  integrity  of  the  eye  as  they  entail  secondary 
consequences  which  may  be  extremely  disastrous.  The  worst 
complications  are  those  arising  from  implication  of  the  uveal 
tract.  Increase  of  tension,  also,  is  especially  liable  to  develop 
as  a  result  of  luxation  of  the  lens. 

A  variance  of  opinion  exists  as  to  the  best  way  of  dealing 
with  such  cases.  There  can,  however,  be  no  doubt  that  where 
symptoms  of  iridocyclitis  or  secondary  glaucoma  are  caused 
by  a  malposition  of  the  lens,  especially  if  it  be  cataractous, 
the  best  course  to  pursue,  if  it  is  possible,  is  to  extract  the 
lens. 

The  reason  for  reporting  the  following  very  interesting 
case,  lies  in  the  successful  effort  to  extract  such  a  cataractous 
lens  in  an  eye  in  which  secondary  glaucoma  had  existed  for 
some  time,  unrelieved  by  other  measures,  with  a  preservation, 
of  some  degree,  of  vision. 

The  patient,  a  man  69  years  of  age,  who  had  already  been 
under  my  observation  with  immature  cataracts  in  both  eyes, 
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on  Aug.  5th,  1902,  injured  his  left  eye  while  chopping  wood. 
After  the  temporary  pain  occasioned  by  the  injury  had  dis- 
appeared, he  had  no  symptoms  of  any  further  trouble  until 
Dec.  29th,  when  he  first  came  to  my  clinic.  The  eye  then 
presented  the  usual  symptoms  of  acute  glaucoma :  a  wide,  im- 
movable pupil,  circumcorneal  injection,  some  ocular  chemosis, 
and  swelling  of  the  lids,  -}-  T.  The  lens  was  dislocated  ob- 
liquely downwards,  its  upper  edge  looking  somewhat  back- 
ward and  its  lower  edge  forward.  The  anterior  chamber  was 
very  shallow;  no  details  of  the  fundus  could  be  made  out. 
Vision  was  reduced  to  counting  fingers  at  10',  and  the  field 
restricted  in  the  usual  manner.  Leeches  were  applied  to  the 
temple  and  one-half  per  cent,  solution  of  eserine  ordered  to 
be  put  in  the  eye  three  times  a  day. 

On  February  8th,  1903,  he  again  appeared  at  the  clinic, 
the  pain  not  having  been  relieved  by  treatment.  An  oper- 
ation was   therefore  proposed. 

With  the  patient  ftdly  under  ether,  an  attempt  at  iridec- 
tomy Avas  made,  but  immediately  upon  the  removal  of  the 
keratome  vitreous  presented,  and  it  was  found  impossible  to 
seize  the  iris.  Further  attempts  were  therefore  abandoned, 
and  the  operation,  which  was  virtually  an  anterior  sclerotomy, 
completed.  The  following  day  the  pain  was  relieved,  there 
was  less  injection  and  Tn.  The  healing  was  perfectly 
smooth. 

On  Feb.  14th,  he  was  discharged,  tension  slill  normal,  no 
injection  of  the  eye,  vision  equaled  ^V4o-  The  result  of  this 
operation  was  a  complete  relief  of  the  glaucomatous  symp- 
toms for  some  time.  But  as  the  displaced  lens  became  more 
and  more  opacjue,  there  was  a  gradual  return  of  the  glauco- 
matous symptoms,  which  were  relieved  by  the  use  of  eserine, 
pilocarpine  and  cocaine.  Nevertheless,  the  tension  of  the  eye 
became  more  and  more  increased,  and  vision  was  reduced  to 
seeing  movements  of  the  hand;  this  was  supposed  to  be  partly 
due  to  ripening  of  the  cataract. 

October  7th  the  eye  had  again  bocomc  very  painful,  the 
tension  was  increased,  and  vision  reduced  to  perception  of 
light.  An  attenq)t  to  remove  the  lens  w:is  therefore  tleter- 
mined  upon.  liefore  jjcrforming  the  operation,  however, 
acting  upon  the  suggestion  of  my  colleague.   Dr.  E.  W.  Co- 
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burn,  I  made  a  posterior  sclerotomy,  with  a  view  to  reducing 
the  tension  and  diminishing  the  danger  of  loss  of  vitreous  or 
intraocuhir  haemorrhage  by  the  sudden  release  of  tension  when 
the  lens  was  removed.  The  eve  being  thorousfhlv  cocainized, 
under  strict  aseptic  precautions,  was  seized  by  fixation  forceps 
and  drawn  strongly  inwards.  A  Beer's  knife  Avas  then  thrust 
through  the  conjunctiva  and  sclerotic,  about  7  m.m.  behind 
the  cornea,  between  the  superior  and  external  recti  muscles, 
directed  towards  the  center  of  the  vitreous,  and  as  it  was  with- 
drawn, turned  slightly  on  its  axis.  The  escaping  vitreous  was 
very  fluid. 

This  operation  was  followed  by  no  reaction  or  untoward 
symptoms,  and  the  healing  was  uneventful.  Tension  became 
very  much  reduced,  the  anterior  chamber  rather  deeper,  and 
three  days  later,  October  10th,  extraction  of  the  lens  was  per- 
formed. A  large  section  was  made  with  a  very  narrow 
Graefe's  knife,  comprising  almost  half  the  corneal  circum- 
ference. Notwithstanding  the  shallow  anterior  chamber,  the 
section  was  completed  without  engaging  the  iris  except  at  its 
upper  periphery,  just  as  the  section  was  completed.  Imme- 
diately upon  the  completion  of  the  section,  it  was  noticed  that 
the  upper  edge  of  the  lens  presented  itself,  and  slight  pressure 
with  the  fixation  forceps  sufliced  to  extrude  it,  which  was  ac- 
complished without  the  loss  of  vitreous.  The  fixation  forceps 
were  now  released,  the  speculum  removed  and  the  operation 
completed.  The  wound  gaped  considerably,  but  came  into 
perfect  apposition  by  merely  allowing  the  aqueous  to  collect. 
No  attempt  was  made  to  remove  some  cortical  remnants  which 
remained  in  the  anterior  chamber.  There  was  no  reaction 
from  the  operation  except  a  very  marked  striped  keratitis  and 
rather  slow  healing  of  the  wound.  The  patient  was  discharged 
on  the  10th  day  with  slight  remaining  circumcorneal  injection, 
with  some  striped  opacity  of  the  cornea,  normal  tension,  and 
quantative  perception  of  light. 

November  30th.  The  eye  is  nearly  white.  There  is  a 
cystoid  scar.  Tn.  Fingers  are  counted  on  the  temporal  side. 
No  details  of  the  fundus  can  be  made  out  on  account  of  dense 
capsular  obstruction,  but  as  there  is  a  good  visual  field,  the 
prospects  of  restoring  vision  by  a  subsequent  discission,  are 
not  bad. 
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Remarks — So  far  as  I  am  aware,  posterior  sclerotomy,  as 
an  initial  step  to  the  extraction  of  a  glaucomatous  cataract, 
has  not  been  heretofore  practised,  although,  of  course,  it  is 
indicated  when  iridectomy  and  anterior  sclerotomy  have  failed, 
and  has  been  practised  for  this  reason.  It,  therefore,  seems 
to  me  very  desirable  to  extend  its  use  to  cases  similar  to  the 
one  here  reported,  and  the  credit  of  the  method — if  it  should 
prove  useful — should  be  accorded  to  Dr.  Coburn.  The  writer 
is  fully  convinced  that  the  successful  issue  of  the  case  here 
reported  depended  upon  reducing  the  extreme  tension  by 
this  procedure,  thus  rendering  the  subsequent  extraction  lx)th 
easier  and  safer. 


A  CASE  OF  NON-TRAUMATIC    SEROUS   CYST   OF 

THE  IRIS. 
By  THOMAS  R.  POOLEY,  M.D. 

NEW  YORK,   N.  Y. 

HENRY  B.  SWART,  a  young  man  of  34  years,  consulted 
me  at  the  clinic,  May  29th,  1903,  about  a  growth  on 
the  iris.  He  was  positive  that  the  eye  had  never  been  injured  in 
any  way,  and  there  was  no  evidence  of  trauma.  As  long  ago 
as  twelve  years,  a  small  spot  on  the  iris,  had  been  observed 
both  by  himself  and  others,  which  he  said  had  grown  steadily 
but  very  slowly  until  it  had  reached  its  present  size.  About 
four  weeks  before  I  saw  him  he  had  consulted  an  oculist  in 
the  town  where  he  resides,  who  made  the  diagnosis  of  "rup- 
ture of  the  iris."  The  day  before  he  came  to  the  clinic  he 
observed  a  haemorrhage  of  the  conjunctiva  on  the  nasal  side. 
At  no  time  had  there  l)oen  any  i)ain,  only  a  slight  feeling  of 
discomfort,  and  no  disturbance  of  visicm. 

Stains  Presens. — A  large  subconjuiutival  hivinorrhage 
covers  the  whole  nasal  side  of  the  right  eye.  The  j)upil  is 
somewhat  encroached  upon  at  its  lower  border.  The  iris  pre- 
sents a  dark-colored  mass  at  its  lower  tem|)oral  side  which, 
on  closer  inspect  ion  by  ol)li(|iic  ilhimination,  is  seen  to  l)e  a 
cyst  in  the  transparent  anterior  wail  of  the  iris,  showing  a  f(>w 
striations.  The  cyst  extends  from  tlie  schM-o-corneal  margin 
nearly  to  the  upper  margin  of  the  puj)il,  Init  leaving  a  very 
narr(»w    slit    al)()ve  4  or  T)   in.in..    the   edge   of   the   iris   beinir 
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slightly  everted,  showing  the  black  pigmentary  posterior  sur- 
face of  this  membrane.  The  tumor  measures  about  5  m.m. 
in  both  diameters,  is  somewhat  globular  in  form,  but  flattened 
against  the  cornea.  Through  the  pupil  the  cyst  seems  to  pro- 
ject slightly  backward.  Fundus  normal.  Tn.  V=  "^^/^o  with 
+  ID  c.  axis  90^. 

Operation. — Cocaine  anresthesia.  Under  careful  aseptic 
precautions  a  narrow  Graefe's  knife  w^as  passed  from  the 
horizontal  meridian  downwards  and  inwards  over  the  tumor 
and  made  its  exit  a  little  to  the  nasal  side  of  the  corneal  cen- 
tre. Tumor  not  injured  by  the  section.  Mathius'  iris  forceps 
were  then  introduced,  but  neither  the  iris  nor  the  cyst  could 
be  grasped ;  nor  did  it  collapse  until  the  fourth  attempt  when, 
on  introducing  the  forceps  again,  the  iris  was  seized,  drawn 
and  cut  off,  including,  no  doubt,  the  greater  part  of  the  an- 
terior wall  of  the  cyst,  for  upon  repeated  attempts  it  was  im- 
possible to  obtain  any  more.  A  spatula  was  now  used  to 
brinof  the  edg^es  of  the  wound  too-ether  and  the  eve  bandasfed. 
There  was  no  infection,  nor  other  untoward  symptoms.  The 
patient  was  discharged  on  the  fifth  day  after  the  operation 
and  allowed  to  go  to  his  home  in  a  distant  city. 

November  24th,  the  patient  came  to  show  me  his  eye 
which  has  given  him  no  trouble  since  the  operation,  and  he 
can  see  even  better  than  before  this  was  performed.  There 
was  a  small  coloboma  downwards  and  outwards.  The  iris  is 
engaged  in  the  scar;  on  the  inner  side  of  the  coloboma  there 
is  a  brownish  pigment  spot  about  4  m.m.,  projecting  upwards 
into  the  anterior  chamber  and  to  the  inner  posterior  side  of 
this  a  whitish  opacity  is  noticed  which,  by  careful  illumina- 
tion seems  to  have  a  transparent  wall,  (most  likely  a  begin- 
ning re-formation  of  the  cyst).  The  eye  is  absolutely  free 
from  all  irritation,  and  vision  with  the  same  correction,  is 
^Vio.  The  examination  of  the  small  piece  of  iris  removed, 
made  by  Dr.  E.  B.  Coburn,  shows  only  rarefied  iris  tissue 
and  no  trace  of  the  epithelial  lining  of  the  inner  cyst  wall. 

Remarks. — It  is  to  be  feared  that  the  failure  to  remove 
all  the  cyst  wall  may  give  rise  to  a  recurrence  of  the  growth, 
and  that  another  operation  will  be  required.  It  is  worthy  of 
note  that  the  growth  of  the  cyst  had  given  rise  to  so  few  un- 
favorable symptoms,  either  in  disturbance  of  vision  or  irri- 
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tation  of  the  eye.  The  hirge  subconjunctival  haemorrhage 
was  an  unusual  feature,  but  whether  or  not  it  was  caused  by 
the  cyst,  is  ditiicult  to  say. 

Another  i)oint  of  interest  in  the  case,  is  the  spontaneous 
orifirin  of  the  cyst.  Non-traumatic  cysts  of  the  iris  are  of  very 
rare  occurrence.  At  least,  three-fourths  of  the  cases  develop 
after  a  penetrating  wound  of  the  eyeball  as  evidenced  by  both 
the  history  and  the  presence  of  a  cicatrix.  The  absence  of 
all  such  history,  and  of  any  proofs  of  trauma,  in  this  case, 
place  it  in  this  rare  category. 

While  it  is  beyond  the  scope  of  this  paper  to  go  into  the 
literature  of  the  subject,  I  will  nevertheless,  briefly  state  the 
views  held  as  to  the  origin  of  these  non-traumatic  cysts  of  the 
iris.  Schraidt-Rimpler  has  suggested  that  some  of  the  non- 
traumatic cysts  may  arise  from  the  closure  of  the  crypts  norm- 
ally present  upon  the  surface  of  the  iris.  An  accumulation 
of  fluid  is  then  assumed  to  take  place  so  that  a  retention — or, 
more  correctly,  perhaps,  an  exudation-cyst  is  formed.  It  has 
also  been  surmised  that  some  of  the  congenital  cases,  (and 
mine  cannot  certainly  be  taken  out  of  this  class)  may  be 
accounted  for  by  fluid  that  has  collected  between  Descemet's 
membrane  and  a  pupillary  membrane — (Giraud-Teulon). 
Lastly,  Berry  believes  that  the  serous  cyst  is  a  kind  of  cystoid 
degeneration  of  the  iris,  leading  to  the  formation  of  a  diverti- 
culum at  the  ansfle  of  the  iris. 
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Bv  H.  THIC.  M.l). 
TrfutaJittfd  by  Adolf  Alt.  M.D. 
ISS  X.,  22  years  old.  Father  and  mother  were  tirst 
cousins.  Their  lioalth  is  good  and  vision  normal. 
The  paternal  great-grandmother  was  blind  when  she  died.  A 
3'ounger  sister,  10  years  old.  is  well  but  has  only  two  incisors. 
A  brother,  2H  years  old,  for  three  years,  a  little  before  and 
more  esj)ecially  since  his  marriage,  has  been  atllicted  with 
Basedow's  disease.  lie  has  :i  high  degree  of  exophthalmus 
of  botli  eyes,  tachycardia,  pronounced  goitre,  trembling  of 
the  hands  and  ncrvositx.  II<>\vc\cr,  the  ;ilTcctii>n  -ccms  to 
get  better. 

•Rovue  gc'-nerale  <r  Optitalinolofrie.     .lanu.iry  I'.K)  i. 


Juvenile  Chronic  Glaucoma.  71 

Our  patient  has  always  enjoyed  good  health.  Her  denti 
tion  was  laborious  and  each  dental  eruption  was  accompanied 
by  bronchitis.  She  had  the  measles.  Since  her  14th  year 
she  menstruates  regularly  and  normally.  She  is  of  middle 
height,  blond,  fat.  her  flesh  firm.  She  is  intelligent,  active, 
very  punctilious. 

Her  usual  vision  in  both  eyes  has  been  rather  feeble,  but 
there  was  no  lesion,  until  the  previous  year.  For  about  a 
year  the  vision  deteriorated  in  the  right  eye  and  for  a  few 
months  in  the  left  one. 

AVhen  I  first  examined  her  in  February.  1903,  I  found 
hypertonus  in  the  right  eye,  atrophy  with  excavation  of  the 
papilla,  and  vision  =  0.1  with  —  3D.  C  ID.  c.  ax.  90":  the 
left  fundus  was  normal,  vision  =  0.5  with  —  3D.  3  —  -^• 
cyl.  ax.  165"^. 

The  glaucomatous  state  being  manifest,  I  ordered  pilocar- 
pine, massage,  laxatives  and  a  relative  rest  for  the  eyes. 
Lately  my  former  assistant.  Dr.  Delord,  of  ]^imes,  had  pre- 
scribed the  glasses  which  corrected  her  myopia. 

Since  her  visual  condition  grew  worse  the  patient  again 
consulted  me  last  October.     V.  E.  E.  r=_L,T-f2,  almost 

X) 

no  anterior  chamber,  periorbital  sensations  of  weight,  papilla 
atrophic  and  excavated.  L.  E.  hard,  anterior  chamber  much 
diminished,  shght  excavation  of  the  papilla,  arterial  pulsation, 
visual  field  nasally  contracted.  Pulse  72,  no  cardiac  trouble, 
no  arteriosclerosis,  no  goitre,  etc.  The  glaucoma  had  signally 
progressed.  Laxatives,  sodium  bromide,  large  doses  of  pilo- 
carpine, massage.  Under  the  influence  of  the  miotic*  the 
conditions  of  the  right  eye  are  not  altered,  but  the  left  eye 
retains  its  vision. 

On  account  of  the  gravity  of  the  situation  I  proposed  a 
double  iridectomy  upwards,  with  or  without  ana^sthesia.  The 
operation  was  performed  on  both  eyes  without  general  anes- 
thesia, with  the  assistance  of  Dr.  Delord  and  my  assistant  P. 
Chavernac.  The  eyes  were  clean  even  under  a  trial  bandage 
and,  thanks  to  20  grammes  of  bromidia,  the  patient  was. ex- 
tremely docile. 

The  iridectomy  had  to  be  made  first  on  the  left  eye,  the 

better  one,  because  it  is  known  from  experience  that  the  first 

*True  and  Cauvin,  Arch.  d"Oph.  1900;  Cauvin,  Th.  Montpellier,  1900; 
DeWecker.  Soc.  fr.  d'Opht.  1901. 
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operation  is  usually  better  born  than  the  second  one  at  the 
same  sitting.  On  esthetic  and  visual  grounds  it  had  to  be 
made  upward.  Finally  on  account  of  the  hypertonus  and  the 
extreme  smallness  of  the  anterior  chamber  I  had  to  employ  a 
narrow  von  Graefe  knife  and  to  make  a  rather  small  incision. 
At  another  occasion  I  have  indicated  that  contrary  to  the  still 
classic  opinion  of  von  Graefe,  it  is  useless  in  glaucoma  to 
make  a  very  large  excision  of  the  iris. 

In  order  to  prevent  further  complications,  I  also  desired 
to  make  a  small  conjunctival  flap.  The  iridectomy  on  the  left 
eye  was  very  simple,  except  that  at  the  nasal  angle  of  the 
sclero-conjunctival  wound  a  point-like  incarceration  of  the  iris 
occurred  which  could  not  be  reduced.  The  iridectomy  on  the 
right  eye  presented  no  particular  incident.  Immediately  after 
the  operation  the  eyes  were  very  hard,  T  +  2. 

The  eyes  were  bandaged  with  the  usual  moist  pads  held 
by  collodion.*  Rest  in  bed,  fluid  nouris^hment,  bromidia  and 
laxatives  were  ordered. 

No  pain  was  noticed  except  during  the  first  few  hours. 
Sleep  was  normal.     Simple  nourishment. 

The  bandage  was  changed  on  the  fifth  day.  The  condi- 
tion of  the  eyes  was  perfect,  no  secretion,  no  pain,  no  injec- 
tion; but  the  anterior  chamber  was  not  re-formed,  neither  in 
the  right  nor  in  the  left  eje  and  there  was  still  hypertonus, 

T  +  1. 

This  condition  lasted  for  some  time,  till  in  about  a  month, 
first  the  right  and  then  the  left  anterior  chamber  became  re- 
established. 

In  the  middle  of  November,  when  the  wounds  were  per- 
fectly cicatrized,  I  found  a  slight  hypertonus,  the  anterior 
chamber  shallow,  pupil  regular,  media  normal  and  atrophy 
and  excavation  of  the  papilla  in  the  right  eye;  the  same  con- 
ditions as  before  the  operation  in  Ihe  left  eye  but  no  excava- 
tion. V.  K.  E.  =  '  .  V.L.E.  =(),()  with  — 4DC— 2,5  D. 
c.  ax.  I'SO^.   The  visual  Held  for  white  and  colors  was  enlarged. 

This  observation  of  a  case  of  simple  glaucoma  is  import- 
ant on  account  of  its  rarity,  the  v\\\)'\d  progress  of  the  optic 
atrophy,  the  consanguinity  of  the  parents,  and  perhaps,  also 
the  exophthalmic  goitre  in  the  older  brother. 

•These  bnndaj^es,  which  I  have  used  for  many  years,  give  entire  satis- 
faction to  the  patients  and  myself. 
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The  lesion  seems  to  have  been  developed  in  less  than  two 
years,  first  in  the  left,  then  in  the  right  eve. 

Father  and  mother  are  first  cousins.  The  brother  has 
been  atfiicted  with  Basedow's  disease  for  three  years,  true  in 
the  way  of  healing;  yet,  he  was  attacked  at  the  age  in  which 
the  young  lady  was  affected  with  glaucoma,  and  his  disease 
was  aggravated  by  an  untimely  marriage. 

We  find  an  important  pathogenic  link  between  the  glau- 
coma and  Basedow's  disease  in  a  possible  sympathetic  affec- 
tion. Would  not,  from  a  therapeutic  standpoint,  a  sym- 
pathectomy be  the  best  remedy  in  both  of  these  cases? 

The  rarity  of  the  case  adds  to  its  interest.  Aside  from 
the  cases  of  secondary  glaucoma  and  hydrophthalmic  glau- 
coma, which  we  encounter  quite  frequently  in  children  and 
adolescents,  similar  cases  remain  exceptional. 

Yet  I  have  a  distinct  recollection  of  two  other  young  pa- 
tients affected  with  chronic  glaucoma.  The  first  was  a  lady, 
20  years  of  age,  who  since  infancy  had  retinitis  pigmentosa 
with  slight  hyperopia.  There  was  considerable  hypertonus 
(T  +  2)  in  both  eyes.  V.  L.  E.  =  J.  ;  V.  K.  E.  =  0,1. 
Shght  improvement  under  miotic  treatment.  Iridectomy  was 
proposed  and  refused. 

The  second  patient  was  a  young  man,  19  years  of  age, 
with  high  myopia  (20  D.)  in  both  eyes,  with  detachment  of 
the  retina  in  one  and  enormous  staphyloma  in  the  other.  An 
iridectomy  had  been  proposed  in  vain.  Blindness  very  quickly 
became  complete. 

Still,  cases  of  chronic  glaucoma  in  young  people  remain 
nevertheless  exceptional  observations. 

Priestly  Smith  gives  in  his  statistics  a  proportion  of  0,5 
to  1%. 

Yet,  in  the  literature  at  my  disposal  I  can  find  only  two 
cases  by  Lange  cited  by  Panas,*  one  case  by  Ayresf  and  one 
case  by  Alt.l  Lange' s  patients  were  a  young  girl  and  a 
young  man.  In  Alt's  case  it  was  a  girl  13  years  of  age, 
myopic,  who  had  an  attack  of  glaucoma  with  -|-  T  2  after 
the  instillation  of  a  drop  of  atropine  solution.  Finally, 
Ayres'    patient    was    a    young    girl,    of    16    years,    in    good 

*TraiW  des  maladies  des  yeux.     Vo],  I.  p.  503. 

tAmer.  Journ.  of  Ophth.  April,  1899,  and  Kevue  generale  d'Opht.  1900. 

JAmer.  Journ.  of  Ophth.  Sept..  1899,  and  Revue, generale  d'Opht.  1900. 
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health,  myopic,  in  whom  a  chronic  simple  glaucom;i  had 
destroyed  nearly  all  vision  in  one  eye,  and  in  the  other 
had  reduced  the  visual  acuity  to  0,9,  with  a  considerable 
contraction  of  the  nasal  part  of  the  visual  field.  Eserine 
had  only  a  temporary  effect.  In  the  left  eye  an  iridectomy 
re-established  normal  vision. 

It  is  remarkable  that  nearly  all  of  these  glaucoma  cases, 
as  ours  likewise,  are  myopes;  and  this  is  another  interesting 
point,  since  myopia  can  result  from  an  absolute  excess  of  ten- 
sion (direct  glaucoma)  or  from  an  insufficiency  of  resistance 
in  the  posterior  part  of  the  sclerotic  (indirect  glaucoma). 
Perhaps,  it  is  necessary  in  these  cases  to  examine  especially 
for  circulatory  affections  and,  like  Abadie,  at  once  to  make 
sympathectomy. 


THE  HEREDITARY  ELEMENT  IN  CATARACT.* 
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I'rof.  of  Ophthalmology  Western  Reserve  University,  Ophthalmic  Surgeon  to  Lakeside 

Hospital,  etc. 

THAT  heredity  plays  an  important  role  in  the  development 
of  cataract  has  been  known  for  many  years.  The  liter- 
ature of  the  subject,  however,  is  not  extensive,  not  so  much 
so  as  would  seem  that  the  subject  would  warrant.  An  occa- 
sional instance  only  of  families  affected  with  cataract  through 
two  or  more  generations  has  been  found,  a  few  of  these  be- 
ing very  striking.  Most  interesting  are  the  reports  of  Dyer, 
Thompson,  Dickey,  Becker,  Green,  Berr}',  Fukala,  Fromaget, 
Arlt  and  others.  In  many  of  these  reports  the  cataracts 
have  been  congenital,  in  some  they  develop  in  early  life, 
from  three  to  five  or  ten  years  of  age,  in  others  in  vontli, 
coming  on  at  a  certain  definite  period,  in  various  members 
of  a  famil}',  while  in  still  other  families  the  cataracts  are  al- 
ways of  the  senile  type.  No  special  form  of  cntaiact  pre- 
dominates largely  in  these  various  i-ejjorls  which  I  h.ivt'  l)een 
able  to  examine. 

My  own  cxperiiMice  has  to  do  with  Mt  IcM.st  three  f;iinilies 
in  which  the  hereditary  tendency  to  the  formation  of  cataract 
is  manifest.      It  has  seemed  to  me  a  brief  report   of  these  is 

•Read  before  the  Section  of  Ophfiiulinolopy,  Ololopy  unci  Laryn>;ol- 
o^y,  Clevfl;iinl  .Vi'iulfiiiy  of  Medicine.  .Faimary  *2!l,  1!U)4. 
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not  without  interest.  In  two  of  these  families,  oataiacts 
were  present  in  at  least  three  generations,  and  in  one  in  two 
generations.  I  shall  give  brief  notes  of  these  three  famihes 
in  the  order  in  which  thej'  came  under  my  observation. 

The  first  case  was  that  of  Garfield  M.,  ^-Et.  8  years,  a 
well  developed  boy  who  had  had  fairly  good  vision  as  a  child 
until  about  six  years  old,  when  his  sight  beiran  to  fail.  AVhen 
examined  in  May,  1888,  both  eyes  showed  fully  developed 
cataracts,  the  entire  lens  being  opaque,  of  a  white  color,  and 
uniform  appearance.  There  were  good  light  perception  and 
projection.  Early  in  June,  1888,  both  eyes  were  operated 
upon  by  discission.  The  right  eye-ball  was  small,  and  though 
operated  on  more  than  once,  no  satisfactory  result  was  ob- 
tained, although  the  pupil  was  fairly  clear,  there  being  evi- 
dently some  congenital  defect,  together  with  a  strabismus. 
The  left  eye  recovered  perfectly,  with  a  good  clear  pupil. 
Testing  the  refraction  in  December,  1888,  it  was  found  that 
with  -I-  16.00  D.,  V.  =  Via.  Examined  again  in  August, 
1900,  it  was  found  that  with  +  14.00  1).,  V.  =  « /e  +•  and 
with  4-  18  D.,  he  was  able  to  read  any  ordinarj'  print  with 
ease.  He  has  been  able  to  go  to  school  with  satisfaction, 
and  has  performed  the  work  of  a  farmer  perfectly  well.  With 
the  exception  of  the  eyes,  this  young  man  is  a  well  developed, 
healthy  individual  in  cverv,way. 

On  August  21,  1900,  June  M,,  JEt.  13,  a  sister  of  the 
above,  came  to  my  office  with  the  following  history :  The 
sight  of  the  right  eye  began  to  fail  four  years  previously,  and 
failed  rapidly,  so  that  there  was  only  light  perception  since. 
The  left  eye  began  to  fail  three  weeks  before  her  visit,  and 
failed  so  rapidly  that  within  a  lew  days  she  could  see  only 
enough  to  avoid  large  objects  in  walking.  At  the  time  of 
her  visit  she  had  only  light  perception  in  each  eye.  The  pa- 
tient was  an  unusually  large,  well  developed  girl  in  every  way. 
The  right  eye  showed  fully  developed  white  cataract,  of  uni- 
form appearance,  while  the  left  showed  a  less  dense  lens.  The 
«ye8  were  well  formed  and  apparently  in  normal  condition  other- 
wise. Both  eyes  were  o})erated  upon  with  needles  and  with 
a  good  clear  pupil  in  each,  two  operations  having  been  per- 
formed on  each  eye.  Practically  there  was  no  irritation  after 
either  operation,  both  eyes  having  been  operated  on  at  the  same 
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time.  After  recovery  from  the  operation,  testing  the  refrac- 
tion gave  the  following  result:  O.  D.  with  +  11.00  D.  3 
+  2.00  D.  cy.  ax.  90%  V.  =  6/12  +•  O.  S.  with  11.00  + 
D.  3  -f  3.00"^  D.  cy.  ax.  90*^,  V.  =  V12+. 

With  +  2.00  D.  added  to  the  above  for  bifocals,  she  has 
been  able  to  do  school  and  other  work  with  comfort.  These 
two  were  the  only  children  in  this  family.  On  investigation 
it  was  found  that  the  mother  of  these  children  had  cataracts 
of  both  e3'es  as  a  girl,  and  had  been  operated  upon  success- 
fully, while  the  latter'smother  gave  a  similar  history  of  being 
operated  upon  as  a  young  girl,  also  successfully. 

The  next  family  which  I  saw  was  a  Swedish  family,  living 
in  Ashtabula,  Ohio.  The  first  patient  seen  in  this  family  was 
Clara  W.,  ^-Et.  9  months,  who  was  brought  to  my  office  on 
May  13,  1890,  having  double  congenital  cataracts.  She  was 
a  strong,  healthy  looking  baby  and  in  every  way  well  de- 
veloped. In  addition  to  the  cataracts  there  was  convergent 
strabismus.  On  May  14,  1890,  under  ether  a  needle  opera- 
tion was  performed  in  each  eye,  the  lenses  were  both  quite 
hard,  especially  the  nuclear  portion,  so  that  the  needle  pene- 
trated with  some  difficulty,  and  the  lenses  seemed  small. 
There  was  little  reaction  afterward.  On  the  20th,  six  days 
later,  the  eyes  were  entirel}'  quiet,  but  the  right  showed  a 
dislocation  of  the  lens  into  the  anterior  chamber.  It  was 
thought  wise  to  remove  this  on  account  of  possible  danger 
from  pressure  on  the  iris.  On  the  22nd  of  May,  under  ether, 
an  incision  was  made  upward  with  a  Graefe  knife,  and  the 
entire  lens  removed  with  a  wire  loop,  with  no  accident.  A 
prolapse  of  the  iris  was  replaced  with  the  spatula,  leaving  a 
clear  round  pupil.  Eserine  was  instilled,  and  the  eye  band- 
aged. The  dressings  were  all  removed  on  the  sixth  day» 
showing  a  clear  round  pu})il.  The  patient  left  for  home  that 
day.  On  June  20th,  the  left  eye  was  needled  the  second 
time,  from  which  the  patient  made  a  good  recovery. 

The  second  child,  Hilda  W.,  ^Et.  six  months,  was  ex- 
amined on  January  3,  1893,  this  one  also  being  a  well  de- 
veloped baby,  with  nothing  at)n()rin;il  cxiH'pt  the  eyes,  both 
of  which  had  congenital  cataracts,  involving  the  entire  lens. 
Both  of  these  children  were  girls,  in  fact  all  the  individuals 
affected  in  this  family,  so  far  as  ascertained,  were  females. 
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The  mother  of  both  these  children  had  had  double  congen- 
ital cataracts,  operated  on  in  Sweden,   and  she  informed  me  • 
that  she  had  a  sister,  who  had  double  cataracts,  and  had  been 
operated  on  at  six  years  of  age,  she  dying  within  six  months 
after  the  time  of  the  operation. 

Dr.  Baker  has  informed  me  that  he  operated  on  the  second 
child,  Hilda,  of  this  family  when  she  was  five  or  six  years 
old,  successfully.  He  also  informs  me  that  the  grandmother 
of  these  two  children  had  the  same  disease  and  was  operated 
on  in  Sweden,  making  therefore,  three  generations  of  con- 
genital cataract,  with  five  individuals  all  affected.  There 
were  only  the  two  children  in  this  last  generation.  So  far  as 
could  be  ascertained  all  the  individuals  were  strong  healthy 
persons  with  no  other  defects. 

The  third  family  with  cataracts  were  Germans,  the  mother 
being  unable  to  speak  much  English.  Three  children  of  this 
family,  with  the  mother,  appeared  at  the  Lakeside  Hospital 
Dispensary  on  July  9,  1902.  These  were  Aln^a  H.,  ^Et.  9, 
Arthur  H.,  ^t.  12  and  Ella  H.,  Mt.  15.  The  following 
history  was  obtained :  The  mother  was  44  years  old,  and  had 
good  eyes,  the  father  was  46  years  old  and  had  been  operated 
by  Dr.  Baker  five  years  previously  for  cataract,  first  in  one 
eye  and  then  in  the  other.  In  this  family  there  were  seven 
children.  The  first  two,  boys,  had  good  eyes,  while  the 
youngest,  also  a  boy,  had  good  eyes.  The  other  four,  three 
girls  and  one  boy,  all  had  congenital  cataracts.  The  day 
after  the  examination  of  these  three,  another  daughter,  Anna 
H.,  JEi.  17  years,  was  brought  in  showing  the  same  defect. 
The  mother  and  six  of  the  children  were  examined  by  my 
assistant,  Dr.  Bruner.  Whether  the  father's  was  a  case  of 
congenital  cataract  or  not  it  is  impossible  to  say.  He  had, 
however,  always  had  poor  eyes,  and  after  the  operation  it  was 
found  he  had  a  considerable  myopia,  together  with  some 
choroidal  changes.  The  children  had  congenital  central 
opacities  of  the  lens,  varying  somewhat  in  shape  and  size, 
producing  greater  or  less  disturbance  of  vision  and  incapaci- 
tating all  of  them  from  doing  much  reading  except  with  very 
large  type.  The  vision  varied  from  Yeo  to  counting  fingers  at 
one  foot.  The  eyes  were  well  formed  and  all  the  children 
were  large,  robust  and  well  developed. 
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Alma  and  Arthur  were  first  sent  into  the  hospital  and 
*  operated  upon,  one  eye  at  a  time.  Then  all  four  were  sent 
in  and  all  operated  on  the  same  day,  one  eye  in  each  individ- 
ual. Up  to  the  present  time  Alma  and  her  brother  have  had 
both  eyes  operated  on,  and  Ella  and  Anna  have  had  each  one 
operated  on.  All  of  them  were  successful  and  none  of  them 
had  much  irritation  after  any  of  the  operations.  The  refrac- 
tion of  the  eyes  after  the  operation  was  as  follows: 

Alma \-  11.00  D.  each  eye,  V.  =  Veo- 

Arthur—  O.  D.  +  (5.00  D.  C  +  2.00  D.  cy.  ax.  60^,  V. 

O.  S.  +  5.00  D.  3  -f-  2.00  D.  cy.  ax.  7;")",  Y.  =  %  +• 
Ella— O.  S.  +  7.00  D.   C  +    1.50  D.   cy.   ax.    lOo'',   Y. 

=  Vgo- 

Anna—  O.  S.  +  10.00  D.  C  +  2.00  D.   cy.  ax.  90%   Y. 

=  %o- 

It  will  thus  be  seen  that  two  of  the  children  were  some- 
what nearsighted.  In  all  of  them  the  pupils  were  black  and 
clear,  and  as  the  tests  were  made  very  shortW  after  recovery 
from  the  operations  no  doubt  a  careful  refraction  later  on 
will  give  better  results  so  far  as  the  testing  with  letters  is 
concerned.  In  a  sense  these  patients  must  learn  how  to  see 
and  interpret.  The  improvement  of  vision  is  well  illustrated 
in  the  case  of  the  first  patient  of  the  series,  where  after  ten 
or  more  years  his  vision  had  increased,  with  correction  from 
from  Vir,  to  ^/^  + . 

In  this  series  of  cases  there  are  reported  fourteen  individ- 
uals, the  subjects  of  hereditary  cataract.  Of  the  fourteen 
three  were  males  and  eleven  females.  In  two  of  the  families 
the  line  of  descent  was  through  females  and  in  one  from  the 
father.  As  to  nationality,  one  was  American,  one  Swedish 
and  one  (Jerman. 

A  word  MS  to  the  operation.  There  is  nothing  oiigin;il  in 
this.  For  s(»me  time  I  have  followed  the  rnle  of  nsing  a 
single  needle  in  i)erforiuing  the  first  operation  on  cases  retpiir- 
ing  discission.  With  this  the  lens  matter  itself  is  pretty  well 
stirred  up.  without  too  extensive  damage  to  the  anterior  c:ip- 
sule.  At  the  second  openilion  two  needles  are  used.  At 
this  time;  the  c:ipsule  ;ind  lens  m.ilter  are  thoroughly  torn 
apart  in  the  pupill.irv  .'irea.  (ieiuM;illy  I  find  that  a  hirge 
portion  of  the  leu>  iu;iltcr   h;is    hreii    :ilisorl)ed    :iw:iy  ;iftcr  the 


The  Hereditary  Element  in  Cataract.  79 

first  needling,  and  the  free  tearing  of  the  capsule  and  remain- 
ing lens  matter  does  not  produce  much  reaction,  and  the  pa- 
tient makes  a  fairly  rapid  recovery.  As  illustrating  the  re- 
sults, in  the  case  above  of  Ella  H.,  she  was  operated  first  on 
March  25th,  and  left  the  Hospital  on  April  6th.  The  second 
operation  was  on  May  28th,  and  she  left  well  on  June  23rd, 
with  almost  no  irritation  after  either  operation.  Anna  H. 
was  operated  on  the  same  dates  as  her  sister  and  the  recovery 
was  equally  satisfactory. 

Of  especial  interest  is  the  case  of  Clara  W.,  in  whom  an 
extraction  of  the  hard  nuclear  cataract  was  performed,  on  ac- 
count of  the  luxation  of  the  lens  into  the  anterior  chamber, 
with  satisfactory  results.  The  thorough  use  of  atropine  I 
deem  of  much  importance,  to  be  continued  until  the  eyes  are 
absolutely  free  from  all  injection.  Patients  are  kept  in  bed 
never  longer  than  twenty-four  hours,  and  the  eyes  are  kept 
covered  not  longer  than  four  or  five  days,  unless  there  is  some 
special  reason.  They  are  all  treated  in  the  open  Avards,  with 
no  darkening  of  the  room  or  other  protection  than  medium 
tinted  smoked  glass. 


TENTH  INTERNATIONAL  CONGRESS  OF  OPHTHAL- 
MOLOGY. 

Lucerne,  Sept.  18,  1904. 

EXHIBITION. 

The  Committee  of  the  Tenth  International  Congress  of 
Ophthalmology  has  charged  me  with  the  preparation  for  the 
appropriate  exhibition  of  all  scientific  apparatus,  instruments, 
and  the  various  appliances  for  instruction,  which  will  be  sent 
to  the  Congress. 

I  therefore  request  all  colleagues,  as  well  as  all  scientific, 
optical  and  mechanical  firms  who  wish  to  exhibit  any  objects 
at  the  International  Ophthalmological  Congress  in  Lucerne  to 
apply  to  me  before  July  1,  1904,  giving  an  exact  statement 
of  the  object  to  be  exhibited,  of  the  space  demanded,  and  of 
the  kind  and  strength  of  electric  force  which  may  be  required. 

Objects,  which  are  announced  later,  can  only  be  accepted 
as  far  as  the  space  at  disposal  will  still  allow. 

Pkofessor  Dr.  A.  Siegrist,  Bern. 
Director  of  the  Ophthalmological  Clinic  of  the  University,  Bern. 
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OPHTHALMOLOGICAL   SOCIETY    OF   THE   UNITED 

KINGDOM. 

Charles  Higgens,  F.R.C.S.,  Vice-President,  in  the  Chair. 

Thursday,  January  28th,  1904. 

PROPTOSIS. 

Mr.  W.  H.  H.  Jessop  read  a  paper  on  this  subject  de- 
scribing two  cases. 

The  first  one  was  of  syphilitic  origin,  the  patient  being  a 
man  who  suffered  from  intense  headache  with  swelling  in  the 
right  temporal  region  and  protrusion  of  the  eyeball.  He  was 
treated  with  iodide,  etc.,  but  without  much  relief.  The  vision 
was  reduced  to  fingers  at  12  in.,  there  was  slight  ptosis,  pupil 
4  ram.,  inactive,  optic  disc  pale  and  a  discharge  from  the  nos- 
tril. An  incision  was  made  into  the  swelling  and  dead  bone 
was  discovered.  This  gave  slight  relief  but  the  pain  soon  re- 
turned and  Mr.  Waring  then  undertook  a  very  extensive  oper- 
ation and  removed  a  great  deal  of  necrosed  bone  including  a 
portion  of  the  great  wing  of  the  sphenoid. 

The  patient  recovered  and  was  nmch  benefited. 

The  second  case  was  that  of  a  lady  who  had  normal  acute- 
ness  of  vision  when  first  seen  but  subsequently  developed  re- 
trobulbar neuritis  and  supraorbital  neuralgia.  The  symptoms 
increased  with  proptosis  and  tumor  of  the  optic  nerve  was 
diagnosed.  Sir  Victor  Horsley  operated  and  a  growth  was 
found  which  proved  to  be  a  endothelioma.  The  patient  was 
mucii  relieved. 

Mr.  Jessop  referred  to  other  cases  and  emphasized  the 
great  relief  afforded  by  the  operations. 

Asthenopia. 

Mr.  C.  Brooksbank-James  read  a  paper  detailing  a  plan 
of  treating  some  cases  of  asthenopia.  He  had  noticed  how 
rare  it  was  to  see  myopia  dcvclo})  in  watchmakers  and  those 
who  used  a  single  eyeglass  for  nuignifying  their  work;  apply- 
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mg  the  same  principle  to  other  cases  he  had  come  to  the  con- 
clusion that  the  development  of  myopia  might  be  arrested  by 
similar  means.  He  mentioned  the  case  of  a  patient  who  had 
—  1.5  D  myopia,  and  for  this  he  ordered  a  glass  of  +  1.5  to 
be  used  for  one  eye  only,  so  that  convergence  might  be  pre- 
veoted.  The  myopia  did  not  increase  during  many  months 
while  using  this  method,  though  it  increased  0.5  when  ordi- 
nary glasses  were  used. 

Mr.  C.  Worth  thought  that,  in  cases  in  which  pain  and 
fatigue  were  prominent  symptoms,  hyperphoria  was  present. 

Mr.  Bishop  Harman  did  not  consider  that  the  mere  ch)S- 
iug  of  one  eye  would  prevent  convergence  when  looking  at  a 
near  object;  and  thought  it  would  much  interfere  with  educa- 
tion if  this  plan  were  adopted. 

Eheumatoid  Arthritis  . 

Mr.  Beaumont  read  a  paper  on  the  eye  symptoms  of 
rheumatoid  arthritis,  with  especial  reference  to  the  fields  of 
vision.  In  spite  of  recent  research  by  Bannatyne  and  Wohl- 
mann  there  was  much  that  was  obscure  in  rheumatoid  arthri- 
tis, and  he  desired  to  call  attention  to  the  contraction  of  the 
fields  of  vision  which  frequently  occurred.  He  compared  the 
compound  charts  of  male  and  female  patients  and  found  them 
similar.  They  were  obtained  by  a  novel  method.  The  num- 
ber of  degrees  from  fixation  point  outwards  was  noted  in  each 
case.  These  were  added  together  and  divided  by  the  number 
of  patients  examined,  and  so  an  average  field  was  constructed. 
The  uniformity  of  the  fields  in  males  and  females  excluded, 
he  thought,  hysteria  but  not  necessarily  neurasthenia.  There 
was  no  central  scotoma  in  rheumatoid  arthritis,  and  no  evi- 
dence of  optic  atroph}',  and,  as  a  rule,  not  more  than  a  pro- 
portionate contraction  of  the  color  fields.  He  remarked 
upon  the  Eaynoud-like  symptoms  that  were  sometimes  pres- 
ent, and  said  that  Dr.  Samuel  Lodge  had  noticed  contracted 
fields  in  this  disease.  Possibly  the  contraction  was  due  to  the 
syncopal  conditions  of  the  terminal  vessels  of  the  retina. 
Diagrams  were  shown  in  which  expansion  of  the  fields  oc- 
curred when  amyl  nitrite  was  inhaled,  whereas  in  a  healthy 
person  no  enlargement  was  noticed. 
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Tuberculosis  of  the  Choroid. 

Mr.  J.  R.  Lunn  described  a  case  of  tuberculosis  of  the 
choroid.  The  child  was  6  years  of  age,  and  was  suffering 
from  symptoms  of  general  tuberculosis,  and  was  in  a  typhoid 
condition.  There  was  discharge  in  the  left  ear.  Optic  neur- 
itis was  present  and  a  swelling  in  the  choroid.  In  spite  of 
the  disease  the  child  got  quite  well,  but  the  oval  area  in  the 
choroid  was  still  present,  though  the  optic  neuritis  had  sub- 
sided.    He  thought  the  case  was  doubtless  tuberculous. 

Mr.  Jessop  mentioned  a  case  of  allied  character. 

The  Color  Vision  Committee  handed  in  its  report.  The 
committee  were  of  opinion  that  Holmgren's  test  was  sufficient 
for  the  detection  of  a  large  number  of  color-bUnd  cases ;  but 
they  agreed  with  Dr.  Edridge-Green  that  some  cases  of  color- 
blindness could  not  be  detected  by  Holmgren's  test  however 
skillfully  and  fully  used;  and  that  other  cases  which  satisfied 
Holmgren's  first  test  (pale  green),  and  would  therefore  be 
passed  as  normal  in  most  ordinary  routine  examinations,  were 
exposed  by  the  careful  use  of  Holmgren's  second  test  (rose 
test  color).  They  further  agreed  that  some  cases  were  only 
to  be  detected  by  the  use  of  the  lantern.  The  discovery  of 
the  defect  could,  as  a  rule,  be  made  with  certainty  by  Dr. 
Edridge-Green's  modification  of  the  wool  test.  They  also 
drew  attention  to  the  importance  of  the  shortening  of  the 
red  end  of  the  spectrum  in  some  patients  and  to  the  necessity 
of  having  a  test  that  would  detect  such  cases.  Shortenincr  of 
the  violet  end  was  also  important  when  violet  or  purple  lights 
were  used. 

Specimens. 

The  following  card  specimens  were  shown :  Mr.  Johnson 
Taylor:  A  swelling  of  unusual  size,  probably  infiammatory,  in 
the  ciliary  region. — Mr.  Treacher  Collins:  An  unusual  super- 
ficial circumferential  opacity  of  the  cornea,  symmetrical  in 
the  two  eyes. — Mr.  G.  W.  Thompson:  An  unusual  form  of 
central  choroiditis  in  a  young  man. — Mr.  G.  W.  Roll :  Un- 
usual changes  in  the  macular  region. — Dr.  D.  Mowat :  Para- 
lysis of  inferior  recti  muscles. — Dr.  Rayner  Batten  :  Subrctinal 
hsemorrhasres. 
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John  T^^'EEDY,  F.R.C.S.;  President,  in  the  Chair. 
Thursday,  February  11th,  1904. 

GONORRHCEAL  COXJUXCTIVITIS  AXD  HyDROGEN  PeROXIDE. 

Mr.  Broxxer  read  notes  of  a  case  in  which  a  woman  aged 
32  had  had  her  eye  inflamed  for  two  days  before  being  seen. 
The  lids  were  swollen,  and  a  profuse  discharge  was  present 
in  which  ffonococci  were  found.  Perchloride  of  mercury  was 
used  as  a  lotion,  as  well  as  protargol  (5  per  cent.)  to  the  lids, 
and  drops  of  3  per  cent,  hydrogen  peroxide  instilled  every 
four  hours.  On  leaving  off  the  peroxide  the  cornea  rapidly 
became  ulcerated,  but  on  recommencing  it  the  ulcer  at  once 
ceased  spreading  and  healed,  leaving  remarkably  little  scar 
behind.  Excellent  vision  was  obtained,  and  Mr.  Bronner  had 
never  seen  so  bad  a  case  make  so  remarkably  good  a  recovery. 
This  he  atributed  to  the  peroxide. 

The  Presidext  had  used  hydrogen  peroxide  in  cases  of 
hypopyon  ulcer,  but  had  not  tried  it  for  purulent  ophthalmia. 
The  ulcer  cases  did  very  well  indeed. 

Mr.  Hartridge  said  that  years  ago  all  cases  of  purulent 
ophthalmia  at  Moorfields  were  treated  with  peroxide,  but  that 
for  some  reason  or  other  it  had  been  given  up.  He  thought 
protargol  of  weaker  strength  than  20  per  cent,  was  of  very 
little  use. 

Mr.  Holmes  Spicer  said  that  some  years  ago  he  published 
a  large  number  of  cases  of  purulent  ophthalmia  treated  at 
Moorfields,  and  he  found  that  those  treated  with  silver  did 
much  better  than  when  treated  only  with  peroxide. 

Mr.  Broxxer,  in  reply,  said  that  he  did  not  at  all  advocate 
its  use  to  the  exclusion  of  silver  and  other  remedies,  but  in 
combination  with  them  he  was  much  impressed  with  its 
utility. 

Congenital  Axterior  Staphyloma. 

Mr.  J.  Herbert  Parsoxs  read  a  paper  on  the  case  of  a 
girl,  aged  three  days,  admitted  at  Moorfields  under  the  care 
of  Mr.  Fisher,  with  an  anterior  staphyloma  of  the  left  eye. 

The  condition  was  noticed  at  birth.  The  mother  was 
health}'-  and  the  confinement  was  normal;  the  child  was  born 
immediately  after  rupture  of  the  membranes ;   there  was  no 
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other  deformity.  There  was  u  ver}'  slight  mucous  discharge, 
and  a  complete  anterior  staphyloma  with  no  anterior  chamber. 
The  iris  was  adherent  to  the  pseudo-cornea,  which  was  very 
thin  and  almost  transi)arent.  Pathological  examination 
showed  the  usual  features  of  an  anterior  staphyloma,  the  lens 
being  in  silu,  and  the  whole  qjq  in  an  early  stage  of  panoph- 
thalmitis. The  posterior  chamber  was  full  of  polymorpho- 
nuclear leucocytes,  which  were  also  present  in  the  vitreous. 
The  true  cornea  at  the  sides  showed  dense  infiltration ;  the 
epithelium  and  Descemet's  membrane  were  })resent  here  only. 
The  anterior  capsule  of  the  lens  was  ruptured ;  the  lens  was 
cataractous,  but  there  was  no  anterior  capsuhir  cataract. 

Nine  previous  cases  of  congenital  anterior  staphyloma  with 
pathological  examinations  had  been  reported.  All  the  cases 
showed  exactly  the  same  features  which  were  found  when  the 
condition  developed  in  the  usual  manner  after  birth.  It  was 
probable  that  the  intrauterine  cases  were  due  to  the  same 
cause — namely,  perforation  of  the  cornea.  Traumatic  perfor- 
ation of  the  cornea  under  these  circumstances  was  very  im- 
probable. Could  intrauterine  ulceration  of  the  cornea  occur? 
Endogenous  infection  was  improbable,  owing  to  the  absence 
of  blood  vessels  in  the  fetal  cornea;  at  the  same  time  it  might 
be  brought  about  by  toxines.  Exogenous  infection  through 
the  amniotic  fluid  was  more  probable,  and  accounted  for  the 
frequency  of  bilateral  disease.  There  was  no  doubt  that 
intrauterine  transmission  of  infection — for  example,  anthrax, 
tubercle,  etc. — could  occur.  Infection  per  vaginam  at  birth 
could  l>e  indefinitely  eliminated  in  some  cases — for  example, 
Hirschberg  and  Birnbachcr's  and  Kunte's,  in  which  the 
children  were  seen  half  an  hour  and  half  a  day  respectively, 
after  perfectly  natural  confinements.  It  was  improbable  in 
the  case  cited,  seen  on  the  third  day.  It  was  almost  impos- 
sible to  explain  the  cases  on  the  theory  of  mal-development, 
and  even  then  the  inflammatory  condition  would  require  ex- 
])lanati()n. 

-Mk,  TKKAfiiKH  Collins,  who  had  seen  the  specimens, 
thought  failure  in  the  development  of  the  anterior  chamber 
was  the  original  cause  of  the  condition.  The  inllammatory 
changes  might  easily  have  occurred  in  the  three  days  follow- 
\\vi  birth;  and.  as  there  was  a  gap  in  llic  anterior  capsule,  he 
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thought  that  there  had  been  a  perforating  lesion  caused  most 
probably  by  the  linger  of  the  accoucheur. 

Mr.  Nettleship  referred  to  two  cases  that  he  had  seen ; 
and  Mr.  Parsoxs  replied. 

Card  Specimens. 

Messrs.  A.  Ogilvy  and  Sydney  Stephenson:  Specimens  of 
epithelioma  of  the  ocular  coujunctiya. — Mr.  Arnold  Lawson  : 
Traumatic  aniridia. — Mr.  Bishop  Harnian:  Nose-blinking 
movements. — Mr.  Hartridge :  Unusual  opacity  of  posterior 
part  of  the  lens  and  capsule. — Mr.  G.  "W.  Thompson:  (1) 
Double  kerato-iritis  in  an  infant;  (2)  peculiar  changes  of  and 
around  the  disc. — Mr.  Mayou :  Two  cases  of  cerebral  degen- 
eration in  the  same  family  associated  with  muscular  changes. 
— Mr.  Jessop :  Epibulbar  tumor, — Mr.  L.  "Werner:  (1) 
Lymphoma  of  the  conjunctiya ;  (2)  congenital  defect  in  the 
ocular  moyements,  combined  with  peculiar  associated  moye- 
ments  of  the  eyes. 
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Br  W.  A.  SHOEMAKEK.  M.D. 

ST.  LOUIS.  MO. 

SIXTY-EIGHT  REASONS  WHY   "GLASSES  DID  XOT  GIVE 
RELIEF." 

George  M.  Gould  (American  Medicine,  July  4,  1903)  says; 

Headache,  sick  headache,  biliousness,  dyspepsia,  neuras- 
thenia, anaemia,  anorexia,  chorea,  epilepsy,  and  many  other 
nervous,  mental,  cerebral,  and  denutritional  disorders  may,  or 
may  not,  be  due  to  eyestrain.  That  glasses  in  certain  cases 
fail  to  relieve  these  symptoms  is  no  proof  or  disproof  of  either 
alternative.  The  failure  may  be  due  to  any  one  or  to  any 
combined  number  of  the  following  facts : 

1.  The  patient's  complaint  may  not  be  caused  by  eye- 
strain. 

2.  Intercurrent  disease,  dyscrasia,  bad  hygienic  habits, 
conditions  of  mind — many  indirectly  related  factors  may  con- 
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dition  or  hinder  the  cure  of  the  disease  which   fundamentally 
depends  upon  eyestrain,  or  was  principally  caused  by  it. 

3.  Stopping  the  cause  does  not  always  stop  a  morbid 
effect. 

4.  The  glasses  may  have  been  })rescribed  by  an  optician, 
instead  of  by  a  physician. 

5.  The  physican-oculist  may  lack  the  degree  of  special 
education  and  experience  requisite  to  do  refraction  work. 

6.  The  oculist  may  not  be  morally  right  minded  in  carry- 
ing on  his  work  and  in  the  conception  of  his  function  in  life. 

7.  He  may  not  be  intellectually  fitted  or  capable  of  doing 
this  particular  kind  of  work. 

8.  He  may  not  be  sufficiently  painstaking  in  attention  to 
mathematic  accuracy  and  to  the  slightest  details. 

9.  He  has  not  devoted  himself  almost  exclusively  to  re- 
fraction. 

10.  He  relies  upon  rules  instead  of  studying  each  case 
individually,  judging  and  ordering  by  intellectual  and  discrim- 
inating methods. 

11.  He  has  not  office  tact  and  an  ability  to  get  in  touch 
quickly  with  the  patient's  condition  of  mind. 

12.  He  has  some  prized  fad  or  method,  as  retinoscopy, 
a  peculiar  drug,  a  mechanical  device,  optometers,  refracting 
machines,  etc.,  in  the  use  of  which  facts  must  accommodate 
themselves  to  the  fancy  instead  of  the  data  fashioning  the 
diagnosis. 

13.  He  relies  upon  objective  instead  of,  when  possible, 
upon  subjective  methods  of  diagnosing  ametropia. 

14.  He  does  not  use  a  cycloplegic. 

15.  His  cycloplegic  may  not  be  of  the  right  kind. 

16.  The  cycloplegic  may  not  be  of  good  (|uality. 

17.  The  cycloplegic  must  be  rightly  instilled. 

18.  The  office  lights,  reflections,  etc.,  often  prevent  ac- 
curate answers  of  the  patient. 

19.  The  illumination  of  the  test  cards  may  be  so  ex- 
cessive, so  poor,  or  so  irregular  as  to  fatigue  the  patient's 
retina. 

20.  Test  cards  made  with  black  letters  on  white  cards 
exhaust  retinal  sensibility  in  the  iris-paralyzed  patient. 

21.  A  test  card  mav  br  hunjx  at  such   an   angle  as  to  re- 
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fleet   an   irritating   and  exhausting   sheen  into  the   patient's 
eyes. 

22.  Astigmatic  test  cards,  Pray's  letters,  and  a  hundred 
devices  confuse  the  patient  rather  than  help  him  to  clearness 
of  decision. 

23.  It  is  impossible  for  the  most  expert  refractionist  to 
elicit  accurate  diagnostic  answers  when  using  the  ordinary 
trial-frame. 

24.  The  case  of  test-lenses  in  common  use  is  hardly  less 
ridiculous  than  the  trial-frame,  etc. 

25.  Frequently  the  test  lenses  are  so  scratched  or  soiled 
that  acuteness  of  vision  is  prevented  instead  of  encouraged. 

26  to  29.  In  interposing  the  low-grade  trial  lenses  to  test 
slight  differences  of  visual  acuteness,  the  detection  of  the 
difference  by  the  patient  is  rendered  doubtful  or  impossible 
by  the  usual  method  of  inserting  or  holding  the  test-lens. 

a.  By  allowing  the  interposition  of  a  needless   and   con- 

fusing image. 

b.  By  striking  the  trial-frame  or   inserted  lens  with  the 

differentiating  lens,  making  a  noise,  and  conse- 
quently distracting  the  attention. 

c.  By  getting  the  hand  in  the  line  of  vision. 

d.  By  allowing  too  great  time  to   elapse   between  two 

changes  so  that  the  memory  cannot  form  and  carry 
precise  distinctions,  and  by  not  allowing  sufficient 
time  in  special  cases  and  in  certain  persons  for  the 
formation  of  such  judgments.  Great  helps  in  all 
of  these  points  are  two  each  plus  and  minus  spher- 
icals  and  cylinders,  0.25  D.  each  with  handles 
about  four  inches  long. 

30.  Patients  must  not  be  hurried,  or  intimidated,  or 
dominated. 

31.  The  patient's  answers  may  sometimes  be  unintention- 
ally the  reverse  of  correct,  or  wrong  in  odd  and  unexpected 
ways. 

32.  Good  or  bad  visual  acuteness  is  not  the  decisive  cri- 
terion of  acuracy  of  diagnosis  of  ametropia. 

33.  There  is  probably  not  an  optically  or  "mathemat- 
ically" perfect  pair  of  eyes  in  the  world. 

34.  Great  care  is  necessary  to  determine  the  relative 
amounts  of  astisfmatism  and  of  axial  defects. 
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35.  The  location  of  the  precise  axes  of  astigmatism  is 
necessary  for  the  relief  of  symptoms. 

36.  The  head  of  the  patient  should  be  kept  erect  and  in 
a  natural  position,  not  canted  to  one  side  or  downward,  while 
the  tests  are  being  made. 

37.  Low  degree  myopic  astigmatisms  are  too  frequently 
not  diagnosed,  and  owing  to  the  utter  inability  of  the  ciliary 
mechanism  to  neutralize  them,  they  ma}*  produce  severe  reflex 
disturbances. 

38.  "  Full  correction  "  of  myopia  is  a  prolific  source  of 
eyestrain. 

39.  The  static  mydriatic  refraction  cannot  be  trusted  to 
dictate  the  prescription  of  "  constant''  glasses. 

40.  Hypertrophy,  or  miscalled  "spasm'"  of  the  ciliary 
muscle,  may  make  it  impossible  to  prescribe  the  permanently 
right  glasses  at  once;  may  demand  changes  at  short  intervals, 
and  may  render  the  glasses  prescribed  unendurable. 

41.  The  patient's  history  as  to  the  eyes  and  reflex  dis- 
eases must  be  considered  in  giving:  hish  or  low  corrections 
either  myopic  or  hyperopic. 

42.  The  injury  to  the  retina  and  to  the  sight-making 
centers  by  long  eyestrain  may  make  ocular  labor  impossible 
for  a  short  or  a  long  time,  even  with  })roper  correcting 
glasses. 

43.  An  error  may  be  made  in  transcribing  or  copying  the 
prescription ;  the  optician  may  grind  the  glasses  wrong;  his 
tools  may  be  worn;  he  may  give  the  jiatient  somebody  else's 
glasses;  the  patient  may  exchange  spectacles  with  some  one, 
etc.  Loosened  lenses  may  be  reinserted  wrongly  by  a  jeweler, 
etc. 

44.  The  order  for  glasses  must  be  carefully  adapted  to 
the  occupation  of  the  patient. 

4.')  to  .')1.  The  muscli'-balance  conditions  the  strength  of 
the  lenses  to  be  ordered,  the  aim  being  to  establish  a  uornial 
relation  between  convergence  and  accommodation. 

a.     There  should  ])e  at  least  thrice  the  power  <tf  atlduc- 
tion  as  of  alxluction  to  give  ease  in   ocular  labor  of 
those  doing  much  near  work. 
ft.      L<tw  hyp('roj)ic  corrections  are  neeih'd  in  exoph^>ria. 
r.      High  hyjx'i'opic  corrections  ;irc  needed  in  csophoria. 
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d.  Hyperphoriii  of  more  than  1°  or  2° ,  when  permanent. 
should  be  partialy  corrected  by  prism:?  ground  in  the 
ametropic  lenses. 

€.  Permanent  prisms  correcting  exophoria  or  esophoria 
are  not  advisable.  In  exophoria  the  adduction 
power  may  be  trebled  or  quadrupled  by  prism  gym- 
nastics. 

f.  The  wearing  of  a  new  correction  itself   soon  changes 

the  muscle  tensions,  intraocular  pressures,  etc.,  and 
thus  may  change  the  ametropia,  and  make  a  change 
of  glasses  necessary. 

g.  A  will  surely  change  the  muscle  imbalances,  thus  ren- 

dering the  old  prescription  incorrect. 
52.  and  53.     The  symptoms  of  long-continued  exophoria 
find  esophoria,  of  a  high  degree,   may  rarely   not   be   relieved 
by  proper  ametropic  spectacles  alone. 

a.  In  exophoria  that  causes  symptoms  and  that  does  not 

in  time  disappear  with  proper  glasses,  the  symp- 
toms can  be  relieved  only  by  increasing  the  adduc- 
tion power  by  appropriate  prism-gymnastics.  It 
may  be  doubled,  quadrupled,  etc.,  until  the  symp- 
toms vanish. 

b.  In  high  esophoria,  a   very   rare   condition,   producing 

symptoms,  a  case  or  two  may  be  met  in  a  life  time, 
in  which  there  is  little  or  only  partial  relief,  either 
b}^  glasses,  prisms,  or  surgical  operation.  Even 
good  oculists  cannot  cure  in  more  than  999  cases 
out  of  1,000! 
5-4.     Like  every  other  biologic  condition,  the  ametropia  is 

•constantly  changing,  and  thus  retesting  is  required  at  stated 

intervals,  with  a  change  of  glasses  if  required. 

55  to  60.     One  of  the  most  frequent  causes  of  eye-strain 

is  ill-adjusted  glasses. 

a.  But  few  people  can  keep  eye-glasses  so  accurately  ad- 
justed, for  near  work,  that  they  do  not  produce  at 
least  as  much  eyestrain  as  they  relieve.  A  new 
bearing  on  the  nose  is  unconsciously  found  which 
is  more  comfortable  as  regards  the  skin,  but  which 
puts  the  astigmatic  axis  in  an  abnormal  position. 
Spectacles  are  the  proper  instruments  for  the  great 
majority  of  patients. 
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b.  Nine-tenths  of  all  glasses  are  set  too  vertical.     Nine- 

tenths  of  all  our  lookinsf  is  downward.  The  axes  of 
vision  should  be  nearly  perpendicular  to  the  plane 
of  the  lenses  in  the  most  straining  work. 

c.  Nine-tenths  of  all  glasses  are  set  too  high.     In  down- 

ward-looking and  in  near  work,  the  axis  of  vision 
is  through  the  lower  edge  of  the  lenses  instead  of 
through  or  near  the  optical  centers. 
(7.  Few  opticians  know  how  to  tit  and  adjust  a  pair  of 
glasses  so  that  the  pupils  are  behind  the  optical 
centers  of  the  lenses.  The  photographs  of  a  hun- 
dred people  wearing  glasses  show  that  the  glasses 
are  so  ill-adjusted  as  to  disgust  an  observant  ocu- 
list. 

e.  Few  opticians  fit  the  temple  pieces  of   spectacles   and 

adjust  the  wires  to  the  irregular  curves  behind  the 
ears,  so  that  thev  produce  comfort.  Many  patients 
leave  off  glasses  because  of  this  discomfort  to  the 
nose  or  ears. 

f.  The  optician  must  readjust  the  lenses  at   least  once  a 

month. 

(il.  Before  wearing  the  glasses  ordered  they  should  be 
seen  by  the  oculist,  tested  as  to  correctness  of  manufacture, 
and  as  to  the  adjustment,  etc. 

62.     Nine-tenths  of  all  glasses  are  set  too  far  from  the  eve. 

63  and  64.  Soiled  lenses  are  frequent  and  constant 
sources  of  eyestrain. 

a.  From  too  long  lashes. 

b.  From  lack  of  frecjucnt  and  proper  cleansing. 

65.  The  Canada  balsam  in  bifocal  lenses  may  produce 
irregularities  in  the  refraction,  or  it  may  dry  and  produce 
opalescent  bubbles  so  that  the  eyes  soon  tire.  A  lens  may 
have  an  original  or  ac<juired  imperfection,  tlaw,  dent,  etc.,  in 
tlie  axis  of  vision,   prochicing  unendurable  irritation. 

^i^.  Eyestrain  often  exists  in  presbyopes  because  of  the 
need  of  bifocal  lenses. 

67.  Pride  and  prejudice  often  inakt'  people  secretly  or 
openly,  temj)orarily  or  constantly,  forego  the  use  of  spectacles, 
of  bifocals,  and  even  of  eye-glasses. 

68.  There  are  one  or  two  ways   in  which    |)ropcr  glasses 
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may  rarely  increase  eyestrain,  at  least  temporarily,  instead  of 
relieving  it.  This  is  when  one  eye  has  been  thrown  out  of 
function  by  past  eyestrain,  the  image  psychicly  ignored,  or 
the  retinal  or  central  organs  so  weakened,  that  the  proper 
image  so  stimulates  and  arouses  function  in  a  weakened  organ 
as  to  beget  trouble  until  amblyopia  disappears  and  the  injured 
organs  become  normal  in  action. 

A  SIMPLE  DEVICE  FOR  THE  TREATMENT  OF  SPASMODIC 
ENTROPION. 

Leslie  Buchanan  (^OpJitlialmoscope,  Dec.  1903),  after  sev- 
eral years  experience  recommends  the  following  procedure  : 

•'A  needle,  half  curved,  about  3  cm.  in  length,  bearing  a 
suture  of  silk,  double,  and  about  eight  inches  in  length,  is  in- 
serted under  the  skin  of  the  lower  eyelid,  at  a  point  about  5 
mm.  from  the  ciliary  margin,  and  at  the  junction  of  the  ex- 
ternal and  middle  third  of  the  lid. 

"It  is  carried  along  under  the  skin  parallel  to  the  lid  mar- 
gin, and  brought  out  at  the  junction  of  the  middle  and  inner 
thirds.  From  this  point  of  counter-puncture  the  suture  is 
drawn  out  for  half  its  length.  The  needle  is  then  re-inserted 
at  a  point  3  or  4  mm.  below  the  counter-puncture,  carried 
along  under  the  skin  again  to  a  point  3  or  4  mm.  below  the 
lirst  puncture,  and  the  thread  drawn  tight. 

"The  two  ends  of  the  thread  are  then,  being  3  mm.  apart, 
crossed,  drawn  quite  tight,  tied  and  cut  off  short." 

The  stitches  are  removed  after  a  week  or  ten  days.  The 
bridge  of  fibro-plastic  tissue  that  is  formed  gradually  absorbs, 
leaving  no  deformity. 

The  advantages  of  this  method  over  the  excision  of  a  piece 
of  skin  are:  It  requires  no  anesthetic,  and  occupies  much  less 
time. 

SKIN  GRAFTING  FOR  THE  RESTORATION  OF  THE  EYELIDS. 

Oscar  Dodd  {Jour.  A.M. A.,  Oct.  17th,  1903),  reports  his 
successes  and  failures  in  this  class  of  cases  and  gives  his  views 
of  the  different  methods  of  skin  grafting.  The  pedicle  graft 
has  a  place  which  the  Wolfe  or  the  Thiersch  grafts  cannot 
fill.  (1)  AYhen  placed  in  a  region  devoid  of  bloodvessels  it 
still  has  a  source  of  nourishment.  (2  )  It  has  a  tirmness  and 
and  substance  which  is  necessary  on  the  lower  lids  especially 
when  the  whole  thickness  of  the  lid  has  been  removed  with  a 
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tumor,  (3)  Shrinkage  is  at  a  minimum,  ^  4  to  V.s  the  original 
size,  and  (4)  It  is  nearly  like  the  skin  it  is  intended  to  re- 
place. On  account  of  its  thickness  and  weight,  the  author 
does  not  advise  the  use  of  this  graft  for  the  upper  lid. 

The  greatest  objection  to  the  Wolfe  fjraft  is  its  uncer- 
tainty. For  the  lower  lid  it  is  preferred  to  the  Thiersch  graft, 
in  some  cases,  as  it  gives  more  support.  On  account  of  its 
weight,  it  should  not  be  used  on  the  upper  lid,  except  in 
special  cases. 

The  Thiersch  graft  is  probably  the  easiest  to  handle  and 
seems  to  grow  wherever  a  raw  surface  is  prepared  for  it. 

By  some  it  is  used  to  the  exclusion  of  all  others,  l)ut  the 
author  feels  it  has  its  limitations. 

In  preparing  this  form  of  graft  the  the  author  has  the  skin 
perfectly  dry  and  uses  a  dry  razor,  in  preference  to  using  the 
salt  solution,  as  he  can  cut  much  better  grafts  and  has  less 
trouble  getting  them  into  place.  The  amount  of  shrinkage 
that  takes  place  depends  entirely  upon  the  tissue  upon  which 
they  are  placed.  If  placed  on  a  surface  that  does  not  contract 
no  shrinkage  takes  place  ;  if  it  does  contract,  shrinkage  occurs. 

Siomnart/ :  For  the  u})per  lid  Thiersch  grafts  should  al- 
ways be  used,  unless  the  whole  thickness  of  the  lid  is  de- 
stroyed. 

In  forming  the  lower  lid,  if  there  is  adjacent  skin  available 
it  should  be  used  to  form  the  lid  and  the  resulting  defect  tilled 
in  with  Thiersch  grafts.  When  there  is  dense  cicatricial  tissue 
for  the  floor  of  the  graft  a  pedicle  graft  is  the  only  one  which 
I  have  found  satisfactory. 

Should  pedicle  grafts  not  be  available  and  the  underlying 
tissue  have  proper  vascularity,  then  either  Wolfe  or  Thiersch 
grafts  may  be  used,  and  my  results  havi'  been  l)est  with  a 
Wolfe  graft  prepared  vci'v  thin. 

I'KIM.MJY    MKI.AXM-SAKCO.MA  OF  THE   KYKI.1I>. 

A.  y .  Lotinc  (  HoiissL;/  Vrah'h,  July  l-2th.  UI03 )  report- 
a  ease  in  a  man  aged  twenty-six  years. 

"The  growth  arose  with  a  broad  base  from  the  Qi\\iQ  of  the 
lower  risrht  eyelid,  and  included  almost  the  entire  surface  of 
the  latter,  partly  closing  the  eye  and  partly  hanging  over  the 
cheek.  It  wa-  -pherical,  dense,  Mi()i>t.  I)leeding  on  the  re- 
moval of  crusts,    and   was   (lark-l)io\vii.    in   places  bla<k.      Its 
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size  was  that  of  a  small  apple.  The  eyelid  was  everted  and 
oedematous,  and  the  veins  around  the  parts  were  dilated.  The 
left  submaxillarv  and  parotid  glands  formed  dense  swellings 
of  the  size  of  a  child's  head,  and  there  was  a  large  ulcer  at 
the  lower  part  of  this  swelling.  On  microscopical  examina- 
tion, the  growth  was  found  to  be  a  melano-sarcoma.  Such 
cases  are  rare,  but  not  so  rare  as  they  are  ^tated  to  be  in  text 
books.  Thus,  Kastalskaya  collected  fifty  cases  from  litera- 
ture up  to  189y,  and  since  then  the  present  author  has  been 
able  to  find  ten  additional  instances,  making  in  all  sixty  cases 
of  primary  melano-sarcoma.      {N".   Y.  Med.  Jour.) 

TUMORS  OF  THE  CONJUNCTIVA. 

Edward  Adams  Shumway  [Jour.  A.  M.  A.,  Sept.  26, 
1903)  discusses  primary  tumors  of  the  conjunctiva,  dividing 
them  into  two  classes:  (1)  malignant,  (2)  non-malignant. 
Malignant  growths  (carcinoma  and  sarcoma)  usually  appear 
in  patients  over  forty  years  of  age.  Their  point  of  predilec- 
tion is  at  the  corneo-scleral  margin,  and  a  microscopical  exam- 
ination is  frequently  necessary  to  make  a  differential  diag- 
nosis. 

Carcinomatous  growtJis  consist  of  proliferating  masses  of 
epithelial  cells,  which  develop  from  the  surface  epithelium 
and  are  separated  into  alveoli  by  a  connective  tissue  stroma ; 
they  appear  first  as  small,  pale  reddish  masses,  usually  of 
slow  growth,  with  little  tendency  to  penetrate  the  cornea  or 
sclera.  If  allowed  to  remain,  however,  they  will  ultimately 
perforate  the  eyeball. 

A  number  of  cases  of  melano-carcinoma  have  been  re- 
ported. Panas  believes  mealno-carcinoma  to  be  the  rule  and 
melano-sarcoma  the  exception. 

Sarcoma  develops  chiefly  from  the  pigmented  nevi  on  the 
conjunctiva;  it  is  a  soft  vascular  growth,  usually  more  promi- 
nent than  the  carcinomas  and  occasionally  possesses  a  pedicle. 
It  consists  of  closely  packed  spindle-shaped  cells,  running  in 
definite  bundles,  or,  more  frequently,  the  cells  are  arranged 
in  distinct  alveoli,  separated  by  a  connective  tissue  stroma. 
In  many  cases  the  cells  are  flat  and  are  epithelioid  or  endo- 
thelial in  type.  The  growths  are  to  be  distinguished  from 
carcinomas  by  the  absence  of  involvement  of  the  surface 
epithelium.       Recurrence    after    removal    frequently   occurs. 
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Benign  (irovilis  oi  the  conjunctiva  are  divided  into  (1) 
congenital  (2)  acquired.  The  former  being  sessile  and  the 
latter  usually  polypoid  in  shape. 

Dermoid  tumors  are  by  far  the  most  frequent  of  the  con- 
genital growths,  usually  situated  at  the  corneo-scleral  junction 
on  the  temporal  side,  and  are  frequently  associated  with  other 
congenital  anomalies,  such  as  coloboma  of  the  lid — a  tempo- 
rary attachment  of  the  amnion  to  the  eyeball  during  fetal 
life,  is  given  as  the  cause  by  most  of  the  late  writers. 

Lipoma  is  a  more  rare  congenital  growth,  appearing  as 
a  yellowish  mass  between  the  insertions  of  the  external  and 
superior  recti. 

Osteoma  is  a  rare  subconjunctival  tumor,  (twelve  cases 
have  been  reported)  representing  small  pieces  of  true  osseous 
tissue,  and  are  supposed  to  be  the  result  of  a  temporary  ad- 
hesion of  the  amnion  to  the  eyeball. 

Lymphangiomas  and  telangiectasias  are  very  rare  con- 
genital growths. 

The  ac(|uired  forms  of  benig^n  g-rowth  are: 

(1)  Fibroma,  soft  and  hard.  The  soft  occurs  mostly  in 
the  fornix  or  in  the  palpebral  conjunctiva.  The  hard  variety 
is  less  frequent  and  is  found  chiefly  in  the  palpebral  conjunc- 
tiva and  the  carnucle. 

(2)  Gramiloma  is  the  result  of  a  superficial  loss  of  con- 
junctival tissue,  frequently  after  tenotomies,  enucleations  and 
after  rupture  of  chalazia. 

(3)  Pajnllomas  are  among  the  most  common  tumors  of 
the  conjunctiva.  They  are  small  growths  whose  surface  is 
covered  with  tiny  papillfe,  like  the  surface  of  a  raspberry,  in- 
stead of  being  smoothe  as  is  the  surface  of  a  tiliroma.  They 
occur  mostly  in  the  neighborhood  of  the  carnucle  and  semi- 
lunar fold;  l)ut  are  also  found  on  the  tarsal  and  bulbar  con- 
junctiva. Unless  thoroughly  removed  they  show  a  tendency 
to  recur. 

(4)  Adenomas  rarely  occur,  (five  cases  have  been  re- 
ported) and  are  found  mostly  in  the  neighborhood  of  the 
carnucle,  as  pale  red,  isolated  tumors. 

(5)  Ihvmangiomas,  <>f  wirHJi  lifly-two  cases  have  been 
collected  by  Pergens,  may  be  congenital  or  develop  later  in 
life,  and  are  found  on  the  jialpebral  and  bulbar  conjunctiva, 
the  fornix  and  plica  semilunaris,   as  round,  polypoid  and  oc- 
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casionally  sausage  shaped  growths,   whose  surface  is  some- 
times smoothe  and  sometimes  nodular. 

(6)  Cysts  of  the  conjunctiva  are  comparatively  rare,  and 
are  found  chiefly  on  the  fornix,  bulbar  and  palpebral  con- 
junctiva, in  the  form  of  transparent  vesulis  tilled  with  a 
serous  fluid,  and  may  be  the  result  of  "invaginated  processes 
of  epithelial  ceUs,"  pterygia,  enlarged  lymph  vessels,  and 
closure  of  the  excretory  ducts  of  the  accessory  lacrimal 
glands,  and  the  glands  of  Henle.  Cysts  from  the  glands  of 
Henle  are  quite  frequent  in  chronic  catarrh  and  trachoma. 

PATHOLOGY  OF  THE  CERVICAL  SYMPATHETIC. 

John  E.  Weeks  {Jour.  A.  J/.  A.  Jan.  30.)  concludes  his 
paper  as  follows : 

The  testimony  in  our  possession  is  not  sufficiently  con- 
clusive to  enable  us  to  say  that  there  is  any  constant  change 
in  the  cervical  sympathetic  pecuhar  to  glaucoma.  Nor  is  it 
sufficiently  conclusive  to  exclude  the  possibility  of  such  con- 
stant change.  Farther  and  more  careful  research  is  necessar}' ; 
first,  probably  along  the  hues  suggested  by  Dr.  Van  Giesen, 
viz.,  by  means  of  the  Ehrlich  methylene  blue  method  with 
fresh  ganglia  or  by  other  equally  delicate  methods  for  the 
purpose  of  determining  the  conditions  of  the  processes  of  the 
neurons  and  the  cell  structure,  and,  second,  a  study  of  the 
pigmentation  of  the  neurons,  which  must  be  made  in  com- 
parison with  control  studies. 

THE    INFLUENCE   OF  KESECTION    OF   THE   CERVICAL  SYMPA- 
THETIC GANGLIA  IX  GLAUCOMA. 

William  H.  Wilder  {Jour.  A.  M.  A.,  Feb.  Hth  and  13th) 
presents  a  detailed  report  of  seven  cases  in  his  own  practice, 
and  gives  an  abstract  of  the  records  of  sixtv-one  cases  as 
furnished  him  by  different  observers  in  answer  to  a  circular 
letter  sent  out  last  spring. 

The  author  concludes  his  paper  as  follows : 

I  feel  that  positive  conclusions  are  not  yet  to  be  reached, 
and  will  not  be  until  more  carefully  selected  cases  can  be 
studied  for  longer  periods  of  time. 

The  operation  in  itself,  while  a  major  one,  is  not  to  be 
considered  one  of  unusal  danger,  and  with  modern  technic 
should  show  a  verv  trifliusf  mortalitv.     The  death  recorded  in 
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our  present  series  was  purely  accidentul,  and  might  have  oc- 
curred in  any  other  operation  on  the  neck.  With  such  bril- 
liant results  before  us  as  are  presented  in  certain  cases  on 
record,  ^ve  must  agree  that  sympathectomy  is  not  an  opera- 
tion to  be  condemned  too  hastily.  It  certainly  is  not  fair  to 
condemn  it  when  it  fails  to  restore  sight  to  an  eye  that  has 
suffered  so  long  from  glaucoma  that  it  is  blind  from  atrophy 
of  the  nerve,  or  when  it  fails  to  check  pain  in  an  eye  that  is 
hopelessly  lost  from  absolute  ghiucoma. 

If  it  is  to  be  compared  with  iridectomy  at  all,  it  should  be 
given  an  early  trial  in  any  form  of  the  disease  in  which  it  is 
applicable. 

Tlie  statistics  up  to  date  seem  to  indicate  that  the  simple 
chronic  form  is  the  one  most  suited  ff)r  it,  next  to  the  hsem- 
orrhagic  form,  if  that  can  be  determined.  As  a  guide  for  my 
own  practice,  I  should  feel  very  much  like  following  Abadie 
when  he  says:  "In  acute  forms  of  glaucoma  and  in  subacute 
with  intermissions,  practice  first  iridectomy,  and  if  it  fails  do 
sympathectomy.  In  simple  glaucoma  use  myotics  twice  a  day  ; 
if  they  suffice,  continue  them.  If,  in  spite  of  their  system- 
atic employment  the  vision  fails,  do  s^'mpathectomy. 

ixflup:nce  of  kksectio.v  of  the  cervical  sympathetic 

ix  optic-xerve  atrophy.  hydropiitiialmos 

and  exophthalmic  goiter. 

J.  M.  Ball,  (Jour.  A.  M.  A.,  Jan.  30)  from  his  experi- 
ence and  a  review  of  the  literature  of  the  subject,  draws  the 
following  conclusions : 

1.  Excision  of  the  superior  cci'vical  ganglion  of  the  sym- 
pathetic nerve  is  worthy  of  a  trial  in  those  cases  of  simple 
atrojjhv  of  the  optic  nerve  which  resist  measures  less  heroic. 

2.  It  is  yet  impossible  to  say  whether  the  bilateral  opera- 
tion is  advisable  in  unilatcial  ()i)tic-n('r\-c  atophy. 

.3.  The  value  of  sympathectomy  in  congenital  liydro|)h- 
thalmos  has  not  been  demonstrated. 

4.  In  exophthalmic  goiter,  complete  excision  of  the  cer- 
vical sympathetic  is  followed  b\-  ;i  larger  percentage  of  cures 
than  in  any  other  procedure.  Thus  far  no  deaths  have  been 
recorded.  The  number  of  ojierations,  however,  is  small  and 
linal  <()ncIusioiis  c;in  l»c  announced  onU'  after  a  large  nunil)er 
of  cases  shall  lia\«'  been  Irealed  b\   this  nietliod. 
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DENDRITIC   KERATITIS. 

By  J.  W.  CHARLES,  M.D. 
ST.  LOUIS,  MO. 

THE  clinical  picture  of  dendritic,  or  "malarial,"  keratitis 
may  best  be  exhibited  by  the  following  extracts  from 
those  authors  who  haye  tirst  called  our  attention  to  this  form 
of  corneal  disease : 

Kipp  (  Trans,  Am.Ojyl/fh.,  1880,  p.  91)  says:  "Dendritic 
keratitis  commonly  deyeloped  within  a  few  days  after  an 
attack  of  intermittent  feyer,  often  simultaneously  with  the 
appearance  of  herpetic  yesicles  on  the  nose  or  lips.  In  some 
cases  every  fresh  attack  of  the  fever  was  followed  bv  this  cor- 
neal affection."  Usually  only  one  eve  is  affected.  "Shortly 
after  the  first  symptoms  of  iriitatiou,  one,  or  two  or  more, 
slightly  raised,  irregular,  opaque  lines  of  varying  length  will 
be  found  on  different  parts  of  the  cornea.  At  the  same  time 
some  circum-corneal  injection  will  be  present.  On  the  follow- 
ing day  these  opaque  lines  have  increased  somewhat  in  length, 
whilst  at  the  same  time  the  middle  portion  of  the  opacity  has 
been  transformed  into  a  shallow  ulcer.  Under  favorable 
circumstances,  no  further  increase  in  size  takes  place,  the 
remaining  opaque  epithelium  is  thrown  off  and  reparation  l)e- 
gins  to  be  completed  only  after  several  weeks.  But  not  infre- 
quently the  ulcer  continues  for  days  and  even  weeks  to  grow 
slowly  in  leuoth,  and  at  the  same  time  sends  out  club-.^haped. 
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slightly  raised,  grayish  offshoots  from  its  sides.  In  some  of 
my  cases  the  ulcer  crept  across  the  entire  cornea,  and  in  a 
few  others  in  which  several  ulcers  appeared  simultaneously  on 
different  parts  of  the  cornea,  nearly  the  whole  epithelial  layer 
was  eventually  destroyed.  The  middle  and  inner  layers  of 
the  cornea  generally  remain  transparent  throughout,  but  in 
neglected  or  maltreated  cases  an  extensive  star-shaped  opacity 
of  a  slightly  yellowish-gray  tint  is  sometimes  developed  in  the 
inner  layers  of  the  central  part  of  the  cornea,  A  hypopyon 
is  but  rarely  seen  even  in  the  severest  cases,  and  spontaneous 
perforation  of  the  cornea  did  not  occur  in  any  of  my  cases." 
He  mentions  hypera?mia  of  the  iris.  No  change  in  T.  nor 
in  corneal  sensibility  detected.  Severe  pain  in  and  around 
eye.  Photophobia  and  lacrymation.  Process  of  repair  ex- 
tremely slow — two  to  four  months,  and  it  differs  from  Hor- 
ner's corneal  affection  occurring  with  herpes  nasalis  in  dis- 
eases of  the  respiratory  organs  "in  that,  instead  of  trans- 
parent vesicles,  small,  opaque  elevations  not  unlike  phlyct- 
penulii?,  arranged  in  lines,  are  developed  in  the  initial  stages 
of  the  disease."  In  Horner's  cases  there  is  no  tendency  to 
spread. 

Minor  (Am.  Jour,  of  Med.  Science,  1881)  on  anaesthesia 
of  cornea  (10  cases)  which  is  not  due  to  pressure  (axlema) 
or  to  "neuroparalysis,"  so-called,  maintained  that  the  sensi- 
tive vasomotor,  or  trophic  filaments  from  the  Gasserian 
ganglion,  or  the  entire  branch  of  the  fifth  nerve  nuiy  be  at- 
tacked, Aujesthesia  was  always  in  the  cornea — in  five  cases 
in  the  conjunctiva.  In  six  cases  keratitis  was  combined  with 
anaesthesia.  Vasomotor  disturbance  is  shown  by  paralysis  of 
the  vessels  in  the  conjunctiva  and  iris.  Dilatation  of  the  iris 
vessels  was  sufficient  to  maintain  an  o])stinate  contraction  of 
the  pupil  without  adhesions  or  exudations,  in  spite  of  use  of 
atropia.  T,  minus — in  three  cases.  In  five  cases  a  history  of 
malaria  with  supraorbital  neuralgia.  Some  of  these  cases 
were  plainly  herpetic :    in  one,  old  herpetic  scars. 

Km>ikht,  E.  {Cenfrhl.  fiir  I'nrkf.  Augenheilk.,  Okt.,  S. 
302,  188.')).  "Keratitis  dendritica  exulcerosa  mycotica. 
Sudden  violent  ph()tophol)ia,  lacrimation  and  conjunctival 
injection,  gray  sul)-epithelial  clouding,  beginning  as  a  minute 
focus    fioni   wliich   I)i-Mnches   shoot    out.  or    as   a   fine   irroove 
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which  elongates,  divides  and  sends  out  lateral  sprouts. 
Through  casting  off  the  epithelium,  furrow-like  defects  are 
left.  Bacilli  in  the  grooves.  The  disease  begins  spontane- 
ously, without  known  cause,  in  May,  April,  August  and  Sep- 
tember, i.  e.,  in  later  winter  or  spring  or  fall,  usually  sud- 
denly ;  in  two  or  three  days  there  is  violent  photophobia, 
lacrimation,  conjunctival  swelling.  At  the  same  time  is  seen 
a  marginal  gray  subepithelial  clouding,  which  begins  as  a 
small  focus,  from  which  branches  shoot  out,  or  as  a  fine 
streak  (striation)  which  elongates,  divides  and  also  sends 
out  lateral  buds.  Very  soon  the  epithelium  over  the  cloudy 
portions  begins  to  be  elevated  and  cast  off,  causing  furrow- 
like grooves.  The  chief  and  secondary  branches  always  re- 
main fine.  On  account  of  the  depth  of  the  furrows  and  the 
intensity  of  the  cloudiness  which  remains  a  long  time,  it  must 
be  conceded  that  the  process  is  not  only  subepithelial  but  also 
attacks  the  anterior  limiting  membrane  and  the  most  super- 
ficial layers  of  the  substantia  propia."  Healing  always  began 
from  the  part  first  affected.  None  of  the  usual  remedies 
seemed  to  hasten  the  recovery.  His  first  three  cases  began 
with  an  ulcer  in  the  margin.  In  his  case  No.  3,  "these  branches 
and  buds  appeared  as  ash-gray,  subepithelial,  but  also  more 
deeply  attacking,  infiltrations  which  as  long  as  they  were  not 
deprived  of  their  epithelium,  were  constantly  grayest  in  their 
axis,  fainter  toward  their  edges."  He  found  bacilli  in  the 
grooves.  His  cases  seemed  by  preference  to  attack  those  of 
tubercular  diathesis.  Hansen  Grut  saw  no  reason  to  accept 
this  theory. 

HoTZ,  F.  C,  (^Chicago  Med.  Jour,  and  Exam.,  Dec, 
1891)  says:  "Let  me  assist  his  imagination  by  the  aid  of 
some  familiar  object  in  nature.  Draw  within  the  compass  of 
the  cornea  the  outlines  of  a  small  lanceolate  leaf,  with  its 
stem  at  the  margin  and  its  free  end  in  the  center  of  the  cor- 
nea; have  the  central  vein  of  this  leaf  run  in  a  slightly  zigzag 
course  and  let  the  lateral  veins  be  short.  Now  erase  the  out- 
lines of  the  leaf  and  the  skeleton  of  the  veins  is  a  correct 
representation  of  the  specific  character  of  a  malarial  ulcer  of 
the  cornea.  This  form  of  the  ulcer  is  as  pathognomonic  for 
malaria  as  the  mucous  patches  in  the  mouth  are  for  syphilis. 
Local    treatment    alone   is    insufiicient.     Give   your   patient 
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quinine  and  you  will  arrest  the  ulceration  at  any  stage  of  its 
progress  and  speedily  relieve.  The  amelioration  supervenes 
upon  the  administration  of  quinine  (two  grains  every  two 
hours),  so  promptly  that  it  must  be  attributed  to  the  influence 
of  this  medicine.  And  when  the  surgeon  has  faithfully  but 
vainly  tried  for  a  week  or  two  to  subdue  the  trouble  by 
appropriate  local  treatment,  the  sudden  change  following 
directly  upon  the  use  of  quinine  is  so  suggestive  and  striking 
as  to  convince  even  the  most  skeptical  Thomas." 

Ellett,  E.  C,  {Ophth.  Bee,  1899)  did  not  find  den- 
dritic keratitis  with  the  grippe,  and  refers  to  the  fact  that 
Godo,  in  1880,  found  malaria  positively  in  one-third  of  the 
cases.  The  eruption  is  papular  instead  of  vesicular.  He  has 
not  seen  it  under  the  age  of  sixteen ;  it  occurs  in  males  and 
females,  whites  and  blacks.  The  history  of  malaria  is  usu- 
ally intermittent ;  often  following  the  first  chill  or  any  subse- 
quent one,  the  eye  becomes  inflamed.  Examination:  "A 
minute  whitish  hair  line,  or  rarely  a  point,  on  the  cornea,  a 
subepithelial  exudate  consisting  of  a  row  of  points,  pain, 
photophobia,  bulbar  injection.  Kipp's  supraorbitial  tender- 
ness is  not  marked,  and  is  often  wanting  in  my  cases.  *  * 
Numerous  white  points  so  small  that  two  or  three  may  often 
be  accommodated  in  the  hair  line's  width.  *  *  *  jj^  ^^vq 
or  three  days  the  epithelium  ruptures  over  the  infiltration  and 
at  the  end  of  this  time  branches  generally  begin  to  form 
either  by  sprouting  off  from  the  main  line  or  by  little  points 
forming  and  extending  to  the  original  branch."  Appearance: 
"A  broadening,  shallow  trough  usually  branched,"  base  gray, 
cornea  otherwise  not  disturbed  nor  vascular.  Healing  very 
slow.  Never  deep,  rarely  causes  hypopyon,  or  iritis,  never 
perforates,  always  leaves  an  opacity  behind.      He  cjuotcs : 

Hansen-Grut  {Eighth  International  Med.  Conr/.,  1884). 
"Superficial  ulceration  with  a  chronic  course  and  :i  tendency 
to  become  serpiginous;  propagation  l)y  means  of  buds  or 
excrescences  so  that  the  line  of  demarkation  of  the  very  super- 
licial  ulcer  becomes  very  irregular:  the  suriouiuliiig  parts  ;nc 
clear  and  th(;  cornea  is  not  vascular.  In  no  way  connected 
with  frontal  herpes  and  not  vesicular." 

NoYES,  H.  I).  {Textbook):  "1 — Lesion  confined  to  an- 
terior and  siiix'iiicial  l;iyers;    ulceration  (rarely  much  inliltra- 
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tion)  which  may  become  suppurative.  2 — Blunted  sensibility 
of  cornea;  only  slight  photophobia.  3 — Tenderness  of 
supraorbital  nerve  at  its  notch  and  pain  in  its  radiations. 
4 — History  of  chronic  malaria.  Its  character  is  mycotic  and 
may  occur  without  malaria ;  cured  by  local  means.  True 
malarial  keratitus  is  not  cured  without  quinine  or  arsenic." 

Wilder,  Wm.  H.,  {Jour.  Am.  Med.  Ass'n.,  Oct.  21st, 
1893)  reviewed  the  literature  and  pertinently  asked  whether 
all  of  these  forms  were  not  really  different  manifestations  of 
the  same  disease,  viz.  :  herpes  febrilis  cornete.  He  believes 
that  "the  contention  of  the  latter  authors  (Kipp,  Hansen- 
Grut  and  Emmert)  that  in  cases  of  dendritic  ulceration  there 
is  no  question  of  vesicles,  does  not  seem  to  be  well  grounded, 
since  most  cases  would  probably  present  themselves  to  the 
surgeon  only  after  the  delicate  epithelium  covering  the  vesi- 
cles had  broken  down  when  only  the  minute  ulcer  would  be 
seen." 

Here  in  the  Mississippi  Valley  we  have  the  opportunity  of 
seeing  dendritic  keratitis  in  all  stages,  both  the  vesicular, 
herpetic  form  and  also  the  papular.  In  the  clinic  of  the 
O'Fallon  Dispensary,  I  have  seen  herpes,  with  or  without  facial 
herpes,  sometimes  breaking  down,  more  often  not  breaking 
down,  to  form  an  ulcer;  and  in  addition  the  distinctly  infil- 
trative papular  form,  also  branching,  which  generally  becomes 
ulcerative.  The  first  we  designate  as  "herpes,"  the  latter  as 
"malarial  keratitis." 

Some  authors  have  implied  that  children  are  never  at- 
tacked. I  remember  one  child  of  six  years  who  had  a  typical 
lesion,  yet  the  general  medical  clinic  could  find  no  plasmodia. 
However,  after  several  weeks  the  patient  had  a  distinct  chill 
followed  by  fever  and  recovered  under  anti-malarial  treat- 
ment. 

The  question  presents  itself.  What  is  the  nature  of  the 
lesion,  and  the  modus  operandi  of  its  cause? 

That  "malarial  keratitis"  may  be  caused  by  other  diseases 
than  malaria  is  well  illustrated  by  the  following  case : 

April  2ti,  1902,  at  a  time  when  several  general  practitioners 
said  that  this  region  was  absolutely  devoid  of  malaria,  came 
F.  C,  38  years  old.  Six  days  before  he  had  had  a  chill  with 
fever  following  it.    He  had  been  treated  by  Dr.  Tiedemann  of 
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this  city  for  Sfrippe,  the  diasnosis  of  malaria  haviiiir  been  ex- 
chided  by  the  absence  of  recurrence.  From  the  beo;inniug  his 
left  eye  was  red  and  uncomfortable  when  he  attempted  to 
read.  The  patient  had  slight  catarrhal  conjunctivitis  R.  and 
L.  The  left  eye  exibits  a  very  superticial  keratitis  resem- 
bling by  daylight  a  corneal  abrasion  without  infiltration,  but 
by  focal  illumination  it  was  seen  to  be  accompanied  by  an 
irregular,  faintlv  outlined  haziness  sufficientiv  beaded  to  lead 


Fig.  1. 
Taken  April  29th. 


Fifi.  •>. 

Taken  May  1st  ami  ri'- 

mains  apparently 

unchauRi'd 

until 


me  to  suspect  malaria.  It  showed  no  trace  of  the  marked, 
dirty  infiltration  of  a  virulent  infection.  I'sed  argent,  nitrat. 
K.  and  L.,  atro|)ia  with  cocain  in  castor  oil  ().  S.  and  l)aiidage. 
I  gave  him  a  note  to  Dr.  'riccU'iiiaiiM,  who  repeated  that  the 
case  was  one  of  grippe. 

On  the  following  day  a  2  per  cent,  lluorescin  solution 
gave  lesion  shaped  like  Figure  1. 

May  1st — Lesion  was  more  (Icarly  defined  and  seemed 
cleaner.      ^  (|uin.  sulph.  gr.iij,  ferri  red.  gr.j.  strych.  sulph. 
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gf'Vso — t.  i.  d.  ^  Hydrarg.  clilor.  mit.  ^^/^ — t.  i.  d.  Used 
ag.  Y480  to  the  everted  lids;  adrenalin,  bisnlph.  of  quin. 
(dropped)  coc.  et  adren.,  A.  and  C.  with  oil  and  bandaged. 
The  cornea  was  very  anesthetic  before  any  drops  were  nsed. 
The  patient  is  anteniic  and  very  nervous. 


Fig.  3. 
Mav  sth. 


Fig.  4. 
May  15th. 


Fig.  5. 

Appearance  at  the  time 

of  the  last  visit. 


May  2nd — Patient  had  severe  })ain  over  the  left  eyebrow 
at  about  noon  yesterday.  No  manifest  change  inthe  cor- 
neal lesion. 

May  3rd — Severe  left  supraorbital  pain  with  slight  nausea. 
No  appetite. 

May  Sth — Continuity  of  lesion  begins  to  be  interrupted ; 
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appearance  as  in  Figure  3.  There  is  now  visible  a  small,  faint 
central  haziness  in  the  anterior  portion  of  the  substantia 
propria  and  a  superficial  tri-beaded  infiltration  in  the  outer 
lower  quadrant. 

May  15th — (Vid.  Figure  4).  No  trace  of  original 
branching  arrangement.  Scar  tissue  rapidly  becoming  white 
and  firm,  surface  still  uneven  (uncovered  by  epithelium). 
The  central  infiltration,  while  in  the  substantia  propia,  is  quite 
superficial,  is  circular,  or  more  accurately,  roughly  stellar 
and  much  less  opaque  in  the  center  than  in  the  periphery. 
The  patient  denies  any  opportunity  of  ever  having  con- 
tracted lues. 

May  20th — Upon  leaving  the  city  for  five  weeks,  I  turned 
the  case  over  to  Dr.  A.  E.  Ewing.  Corneal  scar  still  rough, 
but  irritation  has  almost  disappeared.  Dr.  Ewing  treated 
the  patient  with  sol.  argent,  nitrat.  gr.j  §j  to  everted 
lids,  applying  quin.  bisulph.  gr.xv  to  ,5j  and  ung.  Hy.  O.  Fl. 
gr.iv  to  .51. 

June  4th — Gave  permission  to  remove  bandage  in  the 
house. 

June  15th — Still  improving. 

June  28th — The  patient  is  sent  back  to  me.  Phlycten- 
ular infiltration  in  upper  inner  border  of  the  original  scar. 
The  patient  is  still  very  anaemic. 

July  1st — Yesterday  the  eye  felt  sore.  The  cornea  was 
roughened  from  above  and  in,  toward  the  center.  To-day 
bloodvessels  begin  to  enter  from  above.  The  central  haziness 
is  denser.  Ag.  Y4qo»  natr.  biborat.  sat.  sol.,  atropitv?  alk. 
et  cocain  alk.  cum  ol.  ric,  bandage. 

July  2nd — Phlyctj\inule  about  well.  Resumed  capsules  of 
quin.  iron  and  strych.,  also  calomel  t.  i.  d. 

July  15th — Doing  well. 

July  2(3th — Patient  goes  north.  Two  fine  parallel  blood- 
vessels enter  the  cornea  above,  but  the  scar  is  smooth  and  the 
cornea  otherwise  clear.     Vision  with  glass  '^^s. 

August  IMth — The  patient  returns  well.      V.  'Ysj,. 

Dr.  Ticdemann's  notes: 

"April  2Hth.  Dcnr  Doctor:  In  rojily  to  yours  of  Sat- 
urday, would  say  that  Mr.  C.  had  a  slight  fever  and  sore 
throat,  which  I  diagnosticated  as  grippe.      I  gave  him  5  gr. 
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doses  of  aspirin,  several  days  later  increasing  the  dose  to 
10  grs.  every  4  hours,  as  he  then  complained  of  pains  in  his 
shoulder  muscles.  I  made  no  blood  examination,  but  will  be 
glad  to  do  so  if  you  wish  it." 

"April  30th.  I  have  looked  diligently  for  malarial  Plas- 
modia in  Mr.  C.'s  blood,  but  did  not  find  any.  I  examined 
both  fresh  and  stained  specimens.  The  red  and  white  cells 
are  normal  in  number  and  relative  proportion." 

Six  days  after  a  malarial  "chill  and  fever"  treated  with 
aspirin,  we  should  expect  to  find  plasmodia  as  well  as  recur- 
rence. 

NoYES  {Textbook,  \i.  ?>b^)  says:  "That  it  (dendritic 
keratitis)  is  pathognomonic  of  malaria  seems  to  me  improb- 
able, because  I  have  seen  many  cases  of  malarial  keratitis 
without  it,  and  have  seen  one  extremely  typical  case  in  which 
the  cause  certainly  was  not  malaria  but  exposure  to  a  fearful 
snowstorm.  An  Irishman  *  *  *  *  was  brought  suffering  with 
so-called  snow-blindness.  I  found  the  above  streaks  running 
through  both  his  corneas.  This  case  was  purely  local.  But 
true  malarial  keratitis,  while  it  may  have  the  nodular  branch- 
ing streaks,  Avill  not  be  cured  without  quinine  or  arsenic." 
If  dendritic  keratitis  is  assumed  to  be  a  peripheral  neuritis, 
this  case  may  be  easily  explained. 

The  inference  that  this  disease  is  due  to  a  terminal  nerve 
lesion,  is  warranted,  I  believe,  by  the  following  facts : 

First:  Dendritic  keratitis  has  been  observed  most  fre- 
quently in  those  diseases  which  are  especially  prone  to  attack 
the  nervous  system — central  and  peripheral. 

That  form  caused  by  herpes  is  vesicular  in  the  beginning 
and  is  the  expression  of  a  descending  neuritis  caused  by  a 
lesion  in  the  Gasserian  ganglion,  due  to  the  poison  of  those 
acute  fevers  which,  when  they  affect  the  nervous  system,  are 
more  prone  to  attack  it  centrally  than  peripherally. 

The  second  form,  that  caused  by  malaria,  grippe,  etc. 
(diseases  which  are  more  apt  to  attack  the  peripheral  rather 
than  the  central  nervous  system,  causing  muscle  paralysis, etc. ) 
is  not  vesicular,  but  papular,  in  the  beginning;  but  because 
it,  also,  is  branching  and  follows  the  same  irregular  course 
as  herpes,  one  may  with  reason  infer  that  it,  also,  is  a  nerve 
lesion,  probably  purely  peripheral.     The  extreme  persistence 


106  J.    W.    Charles. 

of  the  attack  in  those  cases  which  do  not  recover  immediately, 
points  in  this  direction.  "Nervous  manifestations  are  usu- 
ally divided  into  intermittent  and  persistent."  "The  pure 
intermittence  of  nervous  symptoms  is  essentially  rarer  than 
their  persistence,  although,  as  most  usual,  they  last  only  a 
few  days."  (Mannaberg  on  Malaria,  NothnageV s  Encydo- 
2)edia ) . 

Second :  The  lesion  is  possibly  the  result  of  a  degener- 
ation, perhaps  inflammation,  of  (or  along)  terminal  filaments 
of  the  corneal  nerves.  It  is  not  necessary  to  assume  an 
inflammation  as  the  cause  of  the  original  dendritic  form  of 
opacit}'.  The  cornea  becomes  cloudy  after  death,  in  atrophy 
or  from  oedema.  Its  tissue  is  a  connective  tissue,  so  modified 
as  to  be  transparent  (during  life),  and  its  nerves  are  either  so 
small  as  not  to  be  noticed  (if  they  are  opaque)  at  their  posi- 
tion in  the  refracting  system,  or  they  are  also  so  modified  as 
to  be  transparent  (loss  of  medullary  sheath).  The  cause  of 
dendritic  opacity  may  lie  in  a  process  which  simply  (1st) 
renders  the  subepithelial  plexus  opaque,  at  the  same  time 
giving  rise  to  (2nd)  an  inflammation  of  the  more  resisting 
surrounding  tissues  with  consequent  breaking  down  into  a 
very  superficial  ulcer.  (The  epithelium  loses  its  support 
either  hy  injury  to  it  or  by  a  change  in  Bowman's  membrane). 
If  we  assume  this  to  be  the  case,  the  foci  of  inflammation 
(i.  e.  the  bead-like  infiltrations)  are  probably  located  at  the 
triangular  branching  nodes.  The  fine  lines  seen  between 
the  foci  are  probal)ly  either  the  opacjue  degenerated  terminal 
bundles  of  the  subepithelial  plexus,  or  they  are  composed  of 
leucoctytes  traveling  along  the  paths  of  these  bundles,  event- 
ually causing  slight  injury  to  them  in  those  mild  cases  which 
recover  quickly,  or  atrophy  in  those  very  obstinate  cases 
which  extend  over  months  before  healing  even  begins. 

The  former  jiroposition  is  plausible,  if  we  remember  that 
nerve  fibres  lo-e  their  medullary  sheaths  where  transparence 
is  needed,  as  in  the  cornea  and  retina,  or  when  more  room  is 
re<|uired,  as  in  the  crowding  which  takes  place  in  the  brain; 
and  that,  however,  as  soon  as  a  non-meduUated  fibre  degen- 
erates, it  becomes  opaque  and  a  bundle  of  such  fibres  might 
then  hccomr  i-c.mIIIv  Nisjblc  1o  (he  unaided  eve. 
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Evidences  of  the  orioin  of  dendritic  keratitis  in  a  lesion 
•of  nerve  terminals  or  fibrils  are — 

First:  Anaesthesia,  which  I  have  rarely  found  wanting 
in  these  cases.  This  symptom  originates  from  one  of  three 
■causes — hysteria,  "ueuro-parah^sis"  and  pressure  oedema  as 
seen  in  glaucoma.  After  considering  the  slight  infiltration, 
as  compared  with  that  accompanying  so  many  other  corneal 
lesions  which  do  not  exhibit  this  symptom,  one  must  regard 
the  power  of  resistence  of  the  nerve  terminals  to  injury  by 
pressure  in  these  cases,  as  greatly  diminished,  to  say  the 
least,  and  therefore  that  the  poison  has  acted  directly  on  the 
terminal  fibril. 

Second :  The  shape  of  the  lesion  itself  in  the  beginning 
resembles  much  the  arrangement  of  the  fibres  in  the  subepi- 
thelial plexus.  Then,  too,  the  branching  in  our  cases  and  in 
most  of  those  published  seemed  to  follow  the  directions  of 
the  nerves  from  the  periphery  either  diagonally  or  toward  the 
center  rather  than  from  the  center  toward  the  periphery.  I 
do  not  mean  that  the  disease  does  not  often  begin  at  the 
•center,  but  that,  what  branching  does  occur,  follows  as  if  the 
base  were  a  peripheral  stem. 

Emmert's  cases: 

1st  Case — Ulcerative  keratitis,  at  the  temporal  side  3  mm. 
in  extent,  from  which  a  fine  epithehal  streak  advances  to- 
ward the  center  of  the  cornea;  buds,  right  and  left,  followed, 
■originating  a  furrow  ulcerative  keratitis. 

2nd  Case — A  superficial  infiltration  with  loss  of  epithe- 
lium at  the  upper  corneal  margin,  contiguous  to  which  began 
an  irregular,  branching,  finely  streaked  gray  infiltration, 
subepithelial,  but  also,  in  the  anterior  elastic  lamina  and  the 
•superficial  corneal  layers,  extending  toward  the  pupil. 

3rd  Case — A  superficial  ulceration  at  the  inner  upper 
■corneal  margin.     Buds  with  furrows.     Two   large    branches. 

4th  Case — Keratitis  dendritica  1  mm.  distant  from  the 
temporal  corneal  margin,  with  an  entirely  (distinct)  separate 
branching  lesion  in  the  neighborhood  of  the  pupil. 

5th  Case — A  3  mm.  infiltration  in  lower  outer  portion  not 
at  edge. 

6th  Case — A  small  branching  infiltration  below  and  in- 
ward separated  from  the  margin.     Rather  deep  furrows. 


108  J.    W.    Charhs. 

Hotz's  cases : 

1st  Case — Near  the  upper  margin  a  small,  linear  abrasion 
with  a  peculiar  zigzag  branching  line  advancing  toward  the 
center. 

2nd  Case — A  small  abrasion  at  the  upper  margin,  in  a 
week  extending  almost  across  the  cornea. 

3rd  Case — In  the  upper  nasal  section  near  the  margin  a 
minute  "phlyctenule-like  spot"  from  which  a  fine,  gray  linear 
opacity  proceeded  downward  1  mm.,  branching  below. 

EUett'a  cases : 

1st  Case — A  crescentic,  narrow  ulcer  near  the  inner 
border. 

2nd  Case — A  fine,  white,  raised  line  diagonally  across  the 
upper  half. 

3rd  Case — Up  and  out  near  center:   grooved,  gray  area. 

4th  Case — In  the  upper,  outer  quadrant  a  delicate  branch- 
ing line. 

5th  Case — A  typical  dendritic  keratitis  with  large, 
T-shaped,  central  lesion. 

6th  Case — A  clear,  crescentic  trough  of  fine,  white  points 
below,  and  parallel  to  the  limbus. 

7th  Case — A  subepithelial  infiltrate  outward  from  the 
center,  1  mm.  in  diameter. 

8th  Case — A  linear,  raised  infiltration  in  the  upper  tem- 
poral quadrant. 

9th  Case — A  small,  central,  three-pronged  ulcer. 

10th  Case — A  delicate,  raised  line,  curved  up  and  parallel 
to  the  limbus  at  the  lower,  inner  quadrant.     Three  prongs. 

Wilder's  cases : 

1st  Case — An  ulcer  at  the  upper  margin,  extending  over 
the  center,  with  buds. 

2nd  Case — An  ulcer  from  above  downward. 

3rd  Case — Superficial  ulcers  arranged  in  a  branching  form, 
confluent  in  places. 

The  question  suggests  itself,  whether  the  (amceboid) 
movement  of  leucocytes  is  so  paralyzed  by  pigment  granules 
and  poison  that  they  can  wander  only  so  far  and  then  must 
renlain  stationary  to  l)lock  the  lymph  channels. 

Third:  The  lesion  in  tlic  bcgiiining  is  never  bolow 
liowman'^   membrane,    l)ut    is   direelly   under  the  ejiithelium. 
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Later,  it  does  extend  sufficiently  deep  to  almost  invariably 
leave  a  scar.  Hence  those  cases  of  keratitis  caused  by  acute 
malaria  recover  quickly  under  quinine,  by  checking  the  cause 
of  degeneration  before  the  foundation  for  the  epithelial 
structure  (Bowman's  membrane)  is  injured;  but  if  the  pro- 
cess has  extended  farther,  quinine  does  not  hasten  the  recov- 
ery, and  although  the  patient  may  have  no  other  malarial 
manifestations  for  months,  nevertheless,  the  ulcer  will  not 
heal.  I  know  of  no  other  non-virulent  ulcer  which  is  so 
chronic  as  some  of  these  cases. 

The  question  which  naturally  arises  here  is  how  far  the 
nerve  fibrils  influence  the  epithelial  cells,  remaining  in  situ. 
Whether  their  feet  are  not  in  reality  nerve  terminals. 
Certainly,  those  stains  which  bring  out  most  distinctly  the 
"Kitt  substance'"  of  the  epithelium  are  those  which  are 
known  as  nerve  stains,  e.  g.  osmic  acid,  gold  chloride, 
Ag  NO  3. 

Extreme  chronicity  may  be,  first,  the  result  of  what  is 
suggested  by  the  foregoing,  viz. :  that  with  interference  of 
nerve-supply  (either  by  a  primary  nerve  lesion  or  by  blocking 
of  lymph-paths  along  nerve  fibrils — here  nerve  degeneration 
would  be  a  result  rather  than  cause)  the  nourishment  of  the 
anterior  layers  of  the  cornea  is  impeded ;  or,  second,  it  is 
barely  possible  that  the  continued  action  of  the  poison  causes 
a  general  degeneration  of  all  tissues  in  those  layers  (Bow- 
man's membrane,  nerves  and  epithelium). 

The  nourishment  of  the  cornea  proper  takes  place  through 
its  lymph  spaces  which  contain  fixed  corpuscles,  leucocytes 
and  nerves.  The  nutrition  for  Bowman's  membrane  and  the 
epithelium  probably  follows  the  paths  of  the  nerve  filaments, 
piercing  Bowman's  membrane  and  passing  between  the  epi- 
thelial cells.  Any  poison  would  be  more  likely  to  affect 
those  portions  of  the  nerves  farthest  removed  from  the  source 
of  food  supply,  i.  e.,  the  bundles  lying  in  the  substantia 
propria  which  contain  the  lymph  spaces  and  corpuscles 
would  be  less  liable  to  injury  than  their  fibrils  distributed  to 
the  epithelium.  The  toxin  would  enter  through  the  same 
channel  as  the  nutriment. 
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THE  DIFFERENT  FORMS  OF  HEREDITARY  SYPHIL- 
ITIC KERATITIS  AND  THEIR  TREATMENT.* 

By  etienne  ROLLET,  M.D. 

Translated  by  Adolf  Alt,  M.D. 

THERE  are  few  diseases  which  have  been  written  about 
so  much  as  interstitial  keratitis.  Hutchinson's  ideas 
on  the  [etiology  of  this  affection  have  been  accepted  and  it  is 
to-day  admitted  that  in  general  we  have  to  deal  with  a  heredi- 
tar}'  syphilitic  keratitis.  Even  the  synonyms  reflecting  the 
older  ideas  on  this  disease  have  been  forgotten  (scrofulous, 
cachectic  keratitis);  only  those  based  on  the  clinical  picture, 
or  on  pathological  characteristics,  are  still  retained  (diffuse, 
disseminated,  parenchymatous,  deep  and  interstitial  keratitis). 
Once  recognized  as  being  of  a  hereditary  syphilitic  nature, 
this  disease  would  naturally  fit  into  the  class  of  syphilitic 
affections,  which  are  treated  by  specific  medication. 

Fournier^  says:  "The  indication  is  to  fire  all  the  canons, 
that  is  to  give  simultaneously  mercury  and  iodides ;  later  on 
the  treatment  may  be  alternated  by  giving  mercury  for  three 
months,  followed  by  iodides  for  three  months,  and  so  on.  It 
is  essential  to  give  these  remedies  in  a  full  dose." 

Panas^  says:  "The  vigorous  and  prolonged  employment 
of  mercury  and  the  iodides  constitutes  the  basis  of  the  treat- 
ment. Therefore,  one  should  prescribe  in  turn  potassium 
iodide,  Gilbert's  syrup,  mercurial  inunctions  and  subcuta- 
neous injections  of  bichloride,  or  better,  biniodide  of  mercury. 
After  25  to  30  injections  it  is  best  to  stop,  to  again  resume 
three  or  four  weeks  later." 

According  to  these  citations,  which  I  could  imihiply 
easily,  there  is  here  an  indication  for  mixed  treatment  which 
may  be  termed  severe  and  intense,  and  we  must  acknowledge 
that  even  if  the  parents  of  the  syi)hilitic  ciiild  have  taken  no 
mercury,  this  must  l)e  insisted  upon  in  their  offspring. 

We  arc  also  told  that  this  anti-syphilitic  treatment  must 
l>e  prolonged.  Fournier  says :  "We  nnist  bo  patient,  be- 
cause the  disease  lasts  long,  very  long."  Onlv  rceentlv 
BaiKlry'  wrote:  "When  called  to  a  p.ttient  with  pareiKliynia- 
tous  keratitis,  we  must  inform  liini  and  his  f:iniil\-  of  the  loni; 
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duration  of  this  disease — several  months  and  sometimes 
several  years." 

Contrary  to  these  writers,  others  especially  depend  on  a 
natural  cure  and  are,  therefore,  much  less  enthusiastic  as  to 
specific  medication.  Gayet^says:  "Concerning  this  chap- 
ter of  therapeutics,  experience  has  taught  us  that  we  are  deso- 
lately impotent.  Usually,  when  local  treatment  is  unsuccess- 
ful we  fall  back  on  general  treatment.  If  iodide  of  potassium 
seems  to  be  of  some  value,  it  surely  does  not  bring  about 
remarkable  cures,  and  as  to  mercury,  I  have  never  thought 
its  effect  to  be  a  certain  one.  In  many  cases  I  have  tried 
mercurial  treatment  without  obtaining  any  undoubted  effect." 

What  can  we  say  of  these  contradictory  opinions  an- 
nounced by  these  different  clinicians  concerning  the  efficacy 
of  specific  treatment  in  hereditary  syphilitic  keratitis?  The 
first  thing  that  strikes  us  is,  that  the  practitioners  who  have 
the  greatest  confidence  in  the  medication  tell  us  beforehand 
that  its  action  is  very,  very  slow. 

Is  it  not  really  classic,  having  prescribed  a  specific  treat- 
ment for  diagnostic  purposes,  to  give  it  up  after  twice 
seven  years,  because  its  dissolving  action  is  seen  to  be  nil 
after  the  lapse  of  this  time?  Clearly,  we  have  here  no  ordi- 
nary tertiary  lesions  to  deal  with  which  are  easily  dispelled. 

It  is  my  opinion  that  the  authors  I  have  cited,  having 
treated  various  forms  of  keratitis  of  different  origin  by  means 
of  one  and  the  same  medication,  must  necessarily  have  obtained 
varying  results.  Neither  do  I  believe  that  there  is  but  one 
keratitis,  but  that  there  are  several  kinds  of  hereditary  syph- 
ilitic keratitis.  The  future  will  teach  us  whether  their  clin- 
ical and  pathological  symptoms  are  distinct ;  at  any  rate  I 
believe  from  now  on  that  their  internal  treatment  is  abso- 
lutely not  the  same.  It  is  true,  as  is  admitted  and  as  I  have 
often  been  able  to  observe,  that  children,  adolescents  and 
even  persons  in  adult  life,  attacked  b}^  interstitial  keratitis 
very  often  come  from  syphilitic  stock,  ])ut  we  forget  to  make 
distinctions.  Thus,  I  have  observed  especially  syphilis  in 
the  father,  less  frequently  syphilis  in  the  mother  or  in  both 
parents.  In  summing  up,  I  want  to  establish  the  following 
classification:  1,  The  aifection  of  the  cornea  is  of  some 
non-specific  origin  in   the  descendant  of  a   cured   syphilitic. 
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2,  The  keratitis  is  part  of  a  hereditary  syphilis  with  mal- 
nutrition. 3,  Keratitis  in  a  case  of  virulent  hereditary  syph- 
ilis. Of  course,  I  do  not  speak  of  the  interstitial  keratitis 
which  is  observed  in  acquired  syphilis. 

1.  In  the  lirst  case  the  father  usually  acknowledges  hav- 
ing had  syphilis  six,  eight,  twelve  or  more  years  before  mar- 
rying, before  the  birth  of  the  child.  This  syphilis  was  mild, 
well  treated,  perfectly  cured.  At  the  age  of  eight  or  twelve 
years,  the  child  has  an  interstitial  keratitis  without  any 
blemish  in  the  skin,  bones  or  teeth.  I  believe  such  a  kera- 
titis can  be  an  ordinary  one  and  need  not  be  referred  to  the 
former  syphilis  of  the  father,  and  that  it  falls  under  the  cate- 
gory of  those  forms  of  interstitial  keratitis,  with  the  same 
clinical  aspect,  which  we  encounter  sometimes  in  the  descend- 
ants of  alcoholics,  of  tuberculous  parents  and  of  individuals 
who  absolutely  never  were  syphilitic. 

2.  This  is  a  keratitis  in  a  hereditary  syphilis  with  mal- 
nutrition. In  young,  and  oftener  in  adolescent  patients, 
such  late  manifestations  of  hereditary  syphilis  are  found  in 
the  teeth  or  the  nose ;  in  others  a  hyperostasis  of  the  tibia 
is  found,  or  other  dystrophies  which  are  in  no  way  influenced 
l)y  a  mixed  treatment.  An  important  point  is  that  such  a 
patient  is  never  contagious;  as  he  has  had  no  secondary 
affections,  he  is  not  immune  and  may  contract  a  syphilitic 
chancre,  as  many  observations  have  convinced  me. 

3.  This  is  the  keratitis  of  a  virulent  hereditary  syphilis. 
This  is  more  scarce,  since  the  individual  often  succumbs 
( 70  to  80  per  cent. )  to  the  specific  lesions  which  are  so  nuir- 
derous  in  early  infancy."'  This  keratitis  attacks  an  individual 
who  has  had  this  precocious  hereditary  syphilis  at  the  nursing 
period.  I  think  this  keratitis  of  a  virulent  type  appears 
earlier  than  the  one  due  to  nud-nutrition.  I  am  just  now 
treating  such  a  case  in  my  service  at  the  Hotel  Dieu.  It  is 
in  a  girl  five  years  of  age,  both  of  whose  parents  had  syphilis, 
who,  according  to  the  classic  rule,  hcisclf  hud  undoubted 
.syphilitic  symi)toms  (mucous  and  cutaneous  syphilides),  and 
to-day  she  suffers  from  the  affection  which  we  are  here  con- 
sidering. In  a  case  of  keratitis  from  virulent  syphilis,  the 
subject  had  the  contagion  .it  birth  and  may  present  at  the 
same  time  secondarv  affect i<>n>'   and  different   scU'ro-Lnimmous 
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and  dystrophic  lesions.  Although  such  a  patient  might 
transmit  a  chancre,  he  never  had  one  nor  will  he  ever, 
have  one. 

If  these  principles  regarding  the  multiple  origin  of  inter- 
stitial keratitis  in  the  descendants  of  syphilitics  are  accepted, 
it  is  easily  understood  that  specific  treatment  can  produce 
happy  results  only  when  administered  in  a  subject  of  virulent 
hereditary  syphilis ;  that  it  will  remain  ineffective  when  pre- 
scribed in  a  dystrophic  case  or  the  case  of  the  descendant  of 
a  cured  syphilitic.  That  is  exactly  what  I  have  observed, 
and  from  my  practice  I  think  that  specific  treatment  is  rarely 
indicated,  because  it  is  applicable  only  in  the  virulent  cases, 
the  number  of  which  is  restricted.  In  the  other  cases  the 
internal  treatment  should  be  of  a  tonic  and  non-specific  kind. 

Finally,  whatever  may  be  the  nature  of  the  interstitial 
keratitis,  local  treatment,  which  is  not  given  any  prominence 
by  the  authors  here  cited,  gives  remarkable  results  when 
applied  when  the  disease  is  established,  and  still  better  while 
the  disease  is  at  its  beofinniuff.  In  order  to  treat  an  inter- 
stitial  keratitis  it  is  by  far  the  best  to  employ  subconjunc- 
tival injections.  For  a  long  time  biniodide  of  mercury''  and 
methylene  blue'  have  given  me  entire  satisfaction.  The  blue 
is  ver}'  diifusible  and  causes  no  pain.  It  can  be  injected 
every  two  days,  the  needle  being  inserted  in  front  of  the  in- 
sertions of  the  four  recti  muscles.  The  oleate  of  biniodide 
of  mercury  is  of  a  very  energetic  action;  the  irritation  caused 
by  it  is  insignficaut,  contrary  to  that  of  other  mercurial  salts. 
Through  experiments  made  on  rabbits,  with  the  assistance  of 
Mr.  Dubreuil,  with  concentrated  solutions  of  methylene  blue.  I 
have  been  able  to  see  that  when  injected  under  the  conjunc- 
tiva the  blue  was  diffused  into  the  cornea  from  the  periphery 
to  the  center  in  a  progressively  decreasing  dilution  due  to 
the  interstitial  fluids.  The  subconjunctival  injections  act,  as 
it  is  said,  by  modifying  the  diapedesis  or  by  revulsion ;  and 
I  want  to  add  to  this  the  true  mechanical  and  a  microbicidal 
action  of  the  fluid  which  penetrates  into  the  corneal  canals. 
Its  modifying  power  is  the  greater  since  the  lesion  it  is  to 
combat  lies  in  the  periphery  6f  the  cornea.  I  do  not  dwell 
any  longer  on  this  subconjunctival  medication,  nor  on  the 
cases  of  keratitis  which  I  have  treated  upon.     With   regard 
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to  this  subject  the   reader  is   referred   to   the   thesis   of    my 
.pupil,  Dargeiu.*^ 

Mv  desire  was  to  show  that  the  so-called  keratitis  due  to 
hereditary  syphilis  can  be  cured  quite  rapidly  by  a  local 
treatment,  thus  saving  the  children  or  adolescents  affected  by 
this  malady,  from  a  general  treatment  of  iodides  or  mercury, 
which,  I  think  I  have  successfully  shown,  is  perfectly  useless 
in  the  majority  of  the  cases. 

^La  syphilis  hereditaire  tardive,  Paris,  1886,  p.  205. 

^Traite  des  maladies  des  yeux,  Paris,  1894,  vol.  i,  p.  247. 

SBaudry,  Le  Nord  M(5dical,  June.  1903. 

^  Gayer.  Elements  d'Ophtalmologie,  Paris,  1893,  p.  239. 

5E.  Kollet,  La  syphilis  des  nourrissons  et  des  nourrices  au  point  devue 
medico- legale,  Arch.  d'Anthropol.  Crim.,  June,  1894. 

6E.  Rollet,  Des  injections  sous-conjonctionales  de  biiodure  de  inercuie, 
Lyon  Medical,  Feb.,  1899. 

'E.  Rollet,  Des  injections  sous-conjonctivales  de  blue  de  methylene, 
Lyon  Medical,  Feb.,  1901. 

^'Dargein,  Traitement  des  Keratites  par  les  injections  sous-conjonc- 
tivales (blue  de  methylene,  biiodure  de  mercure).  These  de  Lyon,  Jan.  12. 
1904. 


A  CASE  OF   OVER-CORRECTION   OF   CONVERGENT 
SQUINT  WITHOUT  OPERATION. 

By  SAMUEL  THEOBALD,  M.D. 

Clinical  Professor  of  Ophthalmology  and  otology,  Johns  Hopkins  University;  Oph- 
thalmic and  Aural  Surgeon  to  the  Johns  Hopkins  Hospital,  and  to  the 
Baltimore  Eye,  Ear  and  Throit  Charity  Hospital. 

CASES  of  over-correction  of  convergent  squint  f(.)ll()wing 
operative  procedures,  though  less  common  no\v-a-days 
than  they  once  were,  are  not  so  rare  as  to  make  them  note- 
worthy ;  but  instances  of  a  well-marked  inward  sijuint  being 
converted  into  an  outward  S(]uint,  simply  through  the  influ- 
ence of  glasses,  are  certainly  very  uncommon.  And  so  it  has 
seemed  to  mc  worth  while  to  place  upon  record  a  case  of  this 
character  which  has  recently  come  under  my  observation. 

Master  K.,  a  hid,  twclvo  years  of  ago,  was  flrst  seen  . Ian- 
nary  JiO,  15(01,  when  he  was  brought  to  my  ottice  for  advice 
regarding  the  condition  of  his  eyes.  There  was  a  fixed  and 
nnirked  convergent  scpiint  of  the  right  eye,  and  there  was 
given  a  history  of  asthcnoiiia.  The  s(|uiiitiiig  eye  was  found 
to  l)e  descidedly   amblyopic-  (  \'=:  ^'y,o„),  imd  the   sight  of  this 
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eye  could  be  improved  but  little  by  glasses.  A  test  under 
hyoscyamine,  made  the  following  day  and  repeated  the  day 
after,  showed  the  total  refractive  error  and  the  vision  of 
each  eye  to  be  as  follows : 

L.  eye  -f-  3.25  s.C  -r-50  c.  85°  VC^/25 


E.  eve  +  3.50  s.C  +.50  c.  95°  V: 


20/ 


90' 


In  accordance  with  my  usual  practice,  I  should  have  urged 
tenotomy,  and  should  not  have  thought  it  worth  while  to  at- 
tempt a  correction  of  the  sc^uint  by  glasses  alone ;  but,  as  a  year 
previously  I  had  succeeded  in  correcting  with  glasses  a  periodic 
convergent  squint  in  a  younger  sister  of  the  patient,  I  con- 
cluded to  try  the  same  method  with  him.  Accordingly,  after 
the  effect  of  the  cycloplegic  had  passed  off,  the  following 
glasses,  which  somewhat  over-corrected  the  manifest  hyper- 
metropia,  were  prescribed  for  constant  use : 

L.  eye  +  2.50  s.3  +-50  c.  85'  3  pi'i'^iii  ^°?  base  out. 

K.  eye  +  2.75  s.3  +.50  c.  95°  3  prism  2°,  base  out. 

The  patient  was  seen  about  a  week  after  getting  these 
glasses,  when  there  was  no  appreciable  change  in  the  position 
of  the  squinting  eye.  Nearly  two  years  elapsed  before  his 
next  visit.  He  had  worn  his  glasses  systematically,  and,  in 
spite  of  the  fact  that  the  left  lens  had  become  misplaced,  the 
base  of  the  prism  having  been  turned  toward  the  nose  and 
the  axis  of  the  cylinder  to  95",  he  had  been  free  from  asthen- 
opia. As  shown  by  the  cover  test,  there  was  still,  with  the 
glasses  as  he  had  been  wearins;  them,  a  slight  residual  con- 
vergent  squint  of  the  right  eye,  the  vision  of  which  was- 
unchanged. 

As  a  result   of    a    re-examination    of    his    refraction,  thi* 
correction,  for  constant  use,  was  prescribed,  Jan.  5,  1903: 
L.  eye  +  2.50  s.^  +-75  c.  lb° 
R.  eye  +  3.50  s.3  prism  3**,  base  out. 

He  was  not  seen  again,  except  to  show  me  his  glasses  a 
few  days  after  they  were  ordered,  until  December  29,  1903, 
nearly  twelve  months  afterwards.  He  had  worn  the  glasses 
constantly,  and  had  been  free  from  asthenopia.  There  was 
now,  with  the  glasses  on — and  this  was  coutirmed  bv  the 
cover  test — an  evident  divergent  squint  of  the  right  eye. 
In  view  of  this,  his  lenses  were  changed  as  follows: 
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L.  eye  +  2.25  s-O  +-75  c.  80^ 
E.  eye  +  3.25  s. 

These  about  corrected  the  manifest  refractive  error  in 
each  eye,  and  gave  for  the  left  eye  V=  ^°/25 — »  and  for  the 
right  eye  V=  ^Yeo  — »  indicating  a  slight  improvement  in  the 
sight  of  this  eye.  With  this  correction,  the  right  eye  was 
disposed  still  to  squint  outward,  though  at  times  there  seemed 
to  be  binocular  fixation  in  distant  vision.  After  ten  days  the 
right  eye  was  found  to  be  still  squinting  outward,  and,  what 
was  more  remarkable,  this  outward  squint  persisted  even 
when  the  glasses  were  removed.  A  month  later  (Feb.  5, 
1904),  there  was  no  change  in  the  position  of  the  eyes  in 
distant  vision,  but  the  cover  test  seemed  to  indicate  a  dispo- 
sition to  binocular  fixation  in  near  vision.  He  had,  besides, 
suffered  somewhat  with  headache  after  reading,  which  I 
thought  due,  probably,  to  an  effort  to  establish  binocular 
fixation.  March  9th,  with  his  glasses  on,  there  was  still  a 
divergent  squint  of  the  right  eye  in  distant  vision  and,  most 
of  the  time,  in  near  vision,  though  occasionally  there  seemed 
to  be  binocular  fixation  in  near,  especially  in  reading. 

By  the  vertical  diplopia  test,  and  with  a  red  glass  before 
the  left  eye,  there  was  at  20'  an  "exophoria,"  if  it  could  be 
called  so,  of  10"  to  IT,  and  at  12"  of  4^  Without  glasses,  the 
right  eye,  as  before,  squinted  outward  in  distant  vision;  and 
when  the  left  eye  was  covered,  and  he  fixed  with  the  right 
eye,  the  squint  shifted,  in  the  usual  manner,  to  the  covered 
eye. 

This  case  seems  to  me  to  possess  several  features  of  interest. 
In  the  first  place,  it  shows  very  strikingly  how  great  an  in- 
fluence glasses  exert  at  times  over  the  position  of  a  convergontly 
S(iuinting  eye.  In  the  next  place,  it  illustrates  the  inonounced 
indisposition' to  binocular  vision  which,  as  wo  ail  have  had 
occasion  to  ol)8erve,  exists  in  certain  strabismic  individuals. 
In  some  instances  the  difliculty  in  establishing  binocular  fixa- 
tion, whether  by  the  aid  of  glasses  alone  or  by  operation 
•snpplemcnted  by  glasses,  is  doiihth'ss  (iiic  lo  the  ;inil)ly()pi;i 
of  the  (lc\  i:iting  «>v(' :  in  others,  to  a  slight  uncorrected  upward 
or  downward  s(|iiint  of  this  eye;  but  in  not  a  few  it  can  be 
atliibutcd  only  to  a  lacU  of  disposition  to  fuse  MU'nt;illy  iin- 
uges  formed    upon    corresponding    retinal    |)oints.      'I'his    last 
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mentioned  condition,  probably,  was  a  factor  in  my  case ;  at 
all  events,  there  was  no  vertical  deviation,  and  the  ambly- 
opia, though  marked,  was  not  excessive.  Another  note- 
worthy feature  was  the  persistence  of  the  upward  squint 
when  the  quite  strong  glasses  which  the  patient  was  wearing 
were  removed.  This  would  not  have  been  so  remarkable 
if  he  had  made  no  attempt  to  obtain  clear  vision  by  accom- 
modative effort ;  but  even  when  he  was  induced  to  distinguish 
small  letters  at  20',  no  change  in  the  position  of  the  devi- 
ating eye  could  be  observed.  Probably  a  change  in  this  re- 
gard would  have  occurred  had  the  glasses  been  left  off  for 
several  days.  Should  the  squint  not  disappear  within  the 
next  few  weeks,  it  is  my  intention  to  reduce  further  the 
strength  of  the  spherical  correction ;  and  I  am  not  without 
hope  that  in  this  way  I  shall  be  able  eventually  to  secure 
binocular  fixation. 

As  an  addendum,  it  may  be  of  interest  to  mention  that 
the  periodic  squint  in  the  case  of  the  patient's  sister,  who 
when  first  seen  was  but  five  and  a  half  years  of  age,  was 
corrected  by  the  following  glasses : 

L.  eye  +  4.25  s.3  prism  2^,  base  out. 
K.  eye  +  4.25  s.Q  prism  2°,  base  out. 

These  were  subsequently  changed  to 
L.  eyo,  +  4.25  s. 
K.  eye  +  4.50  s. 
with  which  she  has,  at  the  present  time,  not  only  comfortable 
binocular  vision,  but  practically  normal  muscle  balance.     A 
favorable  feature  in  her  case  was  the  existence  of  acute  vision 
in  the  periodically  squinting  eye. 


RUBBER-DAM  DRESSING  AFTER  ENUCLEATION. 

By  L.  R.  CULBERTSOX,  M.D. 

ZANESVILLE,  OHIO. 

THE  removal  of  the  first  dressing  after  enucleation,  when 
gauze  is  used,  is  nearly  always  very  painful,  and  any- 
thing that  prevents  this  is  a  great  boon  to  such  patients. 
Even  when  the  gauze  strips  are  saturated  with  vaseline,  they 
will  stick  and  cause  pain  in  removfng.  Recently  in  reading 
of  McKernon's  method   of  spreading  rubber   dam   over  the 
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surface  of  the  wound  after  a  mastoid  operation  to  prevent 
adhesion  of  crauze  at  the  tirst  dressingf,  I  thouofht  how  useful 
it  would  be  after  enucleation.  At  the  first  opportunity  I 
tried  it  and  it  was  a  great  success.  A  piece  of  medium 
weight  rubber-dam  was  cut  round.  Then  I  cut  several  very 
small  holes  in  it  from  Vig  to  Ys  i»ch  in  diameter  (these  to  go 
in  the  back  of  the  cavity)  so  as  to  allow  any  bUK)d  or  pus  to 
flow  through  and  get  on  the  gauze.  The  dam  was  then 
pushed  back  in  the  cavity  and  the  iodoform  gauze  pushed  in 
upon  it,  filling  up  the  cavity. 

The  dam  should  be  large  enough  to  cover  the  conjunctiva 
of  the  lids.  Before  putting  in  the  dam  all  haemorrhage  should 
be  arrested  with  hot  water  or  adrenalin  (1 — 5000).  Before 
the  operation  the  dam  should  stand  for  an  hour  in  1 — 1000 
corrosive  sublimate  solution.  Just  before  dressing  it  should 
be  rinsed  in  sterile  water  and  dried  in  a  sterile  towel.  It  can 
be  used  at  the  second  dressing,  but  the  pressure  used  in 
introducing  it  may  Ije  painful  to  some.  The  dressing  may  be 
removed  on  the  second  or  third  day  after  the  oj^eration. 


ON    REMOVAL    OF    THE    CRYSTALLINE    LENS    IN 
HIGH    DEGREE    OF    MYOPIA,    AS     ILLUS- 
TRATED   IN    SIXTY    CASES.* 
By  SIMEON  SXELL,  F.RC.S.Edin.. 

Ophthalmic   Surjieon,  Hoyal  Intirniary,    Shetlield ;    and  Professor   of  ( (phthalmoloiry 
University  Collejre,  Shetlield. 

FOUR  years  ago  I  contributed  a  ])aj)('r  to  the  discussion 
on  the  operative  treatment  of  high  myopia  before  the 
Ophthalmological  Society,  and  which  is  j>ul)lished  in  the 
Transarlloiis  of  that  Society.  I  there  dealt  with  twenty  o|)- 
erations.  Since  then  I  have  increased  the  iuiinl)er  in  which 
I  have  removed  the  crystalline  lens  to  about  sixty,  and  it  is 
the  experience  thus  gained  that  I  propose  bringing  before 
your  notice  to-day. 

The  de|)loi:il)le  results  associated  not  infr«'(|uent  h  with 
high  degrees  of  short  sight  are  well  known.  The  ineon- 
venienc(!H  attendant   on    the    use   of    the    necessary    jjowerful 
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glasses  are  great.  Without  their  aid,  those  unfortunately 
afflicted  with  high  mvopia  are  well-nigh  blind,  and  not  infre- 
quently having  removed  and  deposited  their  glasses  they  are 
with  diificulty  able  to  find  them  again.  To  relieve  such  cases 
as  here  depicted  the  removal  of  the  crystalline  lens  has  been 
suggested  and  performed  with  success  in  this  country  and 
abroad  during  the  last  few  years. 

Bonders  regarded  the  cure  of  myopia  as  belonging  to  the 
pia  vota.  Before  his  da}'  the  removal  of  the  lens  had  been 
suggested,  but,  writing  in  1864,  Bonders  treated  the  proposal 
with  ridicule,  and  insisted  that  such  a  momentous  undertaking 
"would  exhibit  culpable  rashness.''  The  forty  years  which 
have  elapsed  since  Bonders  wrote  these  words  have  witnessed 
many  changes  in  ophthalmic  surgery.  Asepticism,  which 
has  enabled  so  many  operations  to  be  accomplished  with 
safety  in  general  surgery,  has  extended  its  benefits,  if  in  a 
less  degree,  to  the  operative  surgery  of  the  eye,  and  the 
attendant  risks  in  careful  and  skillful  hands  are  much  less 
now  than  formerly. 

Within  defined  limits  the  removal  of  the  crystalline  lens 
for  high  degrees  of  myopia  may  now,  I  believe,  be  regarded 
as  a  recognized  and  valuable  method  of  treatment.  By  its 
means  the  myopia  will  be  either  entirely  obliterated  and  the 
eye  become  emmetropic  or  a  varying  degree  of  low  myopia 
or  a  low  degree  of  hypermetropia  will  result,  according  to  the 
original  degree  of  shortsight. 

A  consideration  of  my  cases  will  bring  into  view  several 
points  which  should  be  noticed.  The  number  of  patients 
operated  upon  has  been  40,  the  nuuiber  of  eyes  59.  It  may 
often  be  well  to  be  content  with  only  treating  one  eye,  and 
my  rule  has  been  to  take  the  worst  eye.  Frequently,  how- 
ever, my  experience  is  that  after  having  undergone  operation 
on  one  eye  the  patient  has  been  so  pleased  with  the  result 
that  urgent  application  is  made  for  the  other  to  be  similarly 
treated.  Bomestic  servants  are  numbered  among  those  who 
have  returned  after  one  eye  has  been  operated  upon  and  have 
been  desirous  to  have  the  second  one  done.  I  am  always 
more  willing  to  accede  to  such  wishes  in  young  adults.  In 
one  instance,  however,  a  married  woman,  Mrs.  B.,  aged  48, 
I  treated  both  eyes  four  years  ago  with  most  gratifying 
results. 
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The  number  of  operations  reviewed  in  this  article  is  59. 
There  were  40  patients:  in  21  only  one  eye  was  treated  and 
in  19  both  eyes  were  operated  upon.  Of  the  40  patients,  11 
were  males  and  29  were  females.  Of  those  who  underwent 
operation  in  both  eyes  13  were  females  and  6  were  males. 

One  patient  was  aged  48,  but  this  was  the  only  instance 
over  40.  Of  the  others,  one  was  37,  another  35,  and  two  32. 
Those  between  20  and  30  numbered  eighteen,  as  follows  :  three 
aged  20,  one  aged  29,  four  aged  '2>^,  two  aged  27,  three  aged 
2(i,  one  aged  2b,  one  aged  23,  two  aged  22,  and  one  aged  21. 
Under  20  there  were  seventeen,  namely:  two  aged  19,  five 
aged  1<S,  one  aged  17,  three  aged  15,  one  aged  14,  one  aged 
13,  two  aged  11,  one  aged  10,  and  one  aged  9. 

Of  the  instances  in  which  the  degree  of  myopia  is  accur- 
ately recorded,  I  find  that  28  operations  were  performed  on 
eyes  with  20  D  and  above,  namely,  15  for  20  D,  1  for  21  D, 
2  for  22  D,  1  for  23  D,  1  for  24  D,  2  for  25  D,  3  for  26  D, 
1  for  27  D,  and  2  for  28  D.  The  lowest  degree  for  which 
removal  of  the  lens  was  performed  was  10  D,  and  this  in  one 
instance  only.  There  was  one  eye  for  11  D,  2  for  12  D,  2 
for  13  D,  3  for  14  D,  1  for  15  D,  3  for  1(3  D,  10  for  18  D, 
and  1  for  19  D.  The  number,  therefore,  between  the  eyes 
of  10  and  19  D  inclusive  was  24.  It  will  thus  be  seen  that 
practically  all  the  operations  have  been  performed  on  eyes 
having  12  D  and  more  degrees  of  myopia,  the  two  exceptions 
being  10  D  and  11  D  respectively.  Moreover,  the  greatest 
number  of  operations  have  been  for  18  D  and  upwards,  18  D 
being  the  degree  in  10  eyes  and  20  D  in  15. 

If  the  operation  be  limited,  as  I  believe  it  should  l)e, 
u^^uallv,  to  cases  of  myopia  of  14  D  and  upwards  the  total 
number  of  suitable  cases  presenting  themselves  must  always 
be  a  comparatively  small  one.  In  this  connection  I  have  taken 
from  the  casebooks  of  my  i)rivate  practice  the  degrees  of 
mvopia  in  3, 1<)2  consecutive  jiaticntsor  (5,324  eyes,  a  number 
which  should  give  a  fair  idea  of  the  proportion  of  the  differ- 
ent degrees  of  myopia.  The  cases  were  roughly  divided  into 
those  above  10  I)  and  those  of  10  D  and  under.  If  the 
division  had  been  made  at  a  higher  degree  of  myopia,  which, 
strictly  speaking,  it  should  have  been,  as,  save  in  exceptional 
instances,  the  operation  wonld  not  be  jxM'formed  for  less 
than  13  I)  or  14    D.    the    IoImI    number    of  instances  suitable 
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for  operation  as  far  as  the  degree  of  myopia  is  concerned 
would  be  decided!}-  less. 

Of  these  3,162  patients  I  tind  that  in  1,159  the  degree  of 
myopia  was  equal  in  each  eye.  In  2,003  the  eyes  were  un- 
equal in  refraction ;  that  is  to  say,  that  while  myopia  was 
present  in  one  eye  it  was  so  to  a  higher  degree  in  one  eye 
than  the  other,  or  in  some  the  second  eye  may  have  been 
emmetropic,  or  hypermetropic,  but  the  greater  number  would 
be  myopic.  Of  these  2,003  eyes  the  degree  of  myopia  was 
higher  in  the  right  eye  in  1,029,  and  in  the  left  in  974.  Of 
the  total  number  of  eyes  under  review,  namely,  6.324,  there 
were  320  in  which  the  degree  was  more  than  10  D,  or  a  trifle 
over  5  per  cent.  The  record  of  my  infirmary  patients  would, 
I  expect,  show  a  larger  percentage  of  the  high  degrees  of 
myopia,  as  those  with  the  low  degrees  less  frequently  seek 
advice  there  than  is  the  case  in  private  practice. 

Extraction  was  deemed  unsuitable,  and  in  no  instance  has 
it  been  adopted.  In  each  case  the  transparent  lens  has  been 
needled,  and  at  the  end  of  a  week,  sometimes  more  or  less, 
when  the  lens  substance  has  become  sufficiently  broken  up, 
an  incision  with  a  broad  needle  has  been  made  a  little  dis- 
tance inside  the  periphery  of  the  cornea,  and  the  softened 
lens  has  been  allowed  to  escape,  or  has  been  coaxed  out  with 
the  aid  of  a  curette.  The  pupil  has  previously  been  dilated 
with  atropine,  and  by  keeping  the  situation  of  the  corneal 
wound  inside  the  limit  to  which  it  dilates,  the  danger  of 
entanglement  of  the  iris  in  the  wound  is  materially  lessened. 
This  operation  is  simihir,  of  course,  to  that  frequently  per- 
formed for  zonular  and  other  forms  of  cataract.  In  all  cases 
a  watch  must  be  kept  for  increased  tension,  which  is  liable 
accasionally  to  set  up  by  the  swelling  of  the  lens.  In  a  few 
of  my  cases  glaucoma  has  in  this  way  supervened.  Removal 
of  the  broken-up  lens  was,  however,  promptly  performed, 
and  was  followed  by  immediate  subsidence  of  the  pain  and 
sickness,  and  with  excellent  visual  results. 

When  operating,  endeavor  is,  of  course,  made  to  remove 
as  much  of  the  softened  lens  matter  as  will  escape  without 
undue  pressure  on  the  globe.  What  remains,  however,  will 
undergo  absorption,  but  a  further  needling  may  be  required. 
Needling  may  also  be  necessary  for  opaque  capsule  and  it  is 
therefore  important  to  bear  in  mind  that  treatment  in  some 
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cases  may  be  somewhat  prolonored.  In  one  of  my  early 
instances  I  was  perhaps  hardly  sutficiently  alive  to  the  ini- 
portauce  of  this  and  operated  rather  against  time,  as  the 
patient  was  leaving  England. 

If  due  regard  be  paid  to  asepsis  and  the  use  of  sublimate 
or  some  other  antiseptic  solution  which  are  essential  to  eye 
operations,  the  dangers  attendant  on  this  operation  are  trifling. 
The  introduction  of  any  suction  apparatus  is  altogether 
unnecessary,  for  b}'  gentle  coaxing  the  softened  lens  matter 
readily  comes  away  through  the  corneal  wound.  It  is  desir- 
able, however,  that  after  the  needling  operation  the  patient 
be  kept  under  close  observation,  for,  as  mention  has  already 
been  made,  in  some  instances  the  swollen  lens  is  apt  to  induce 
increased  tension  as  signified  by  pain  and  sickness,  and  the 
immediate  performance  of  the  second  operation  for  the  re- 
moval of  the  broken-up  lens  will  be  indicated.  A  free  open- 
ing of  the  capsule  is  practiced,  because  it  is  held  that  by 
permitting  the  broken-up  lens  to  escape  into  the  anterior 
chamber  increased  tension  is  less  likely  to  be  induced.  This 
is  not,  however,  the  only  period  that  it  is  necessary  to  be  on 
one's  guard  again.»t  the  onset  of  increased  tension. 

In  a  certain  number  of  cases  after  the  usual  operative 
mea-sures  have  been  completed  and  the  pupil  is  free,  or  nearly 
so,  of  lens  matter,  increased  tension  may  occur.  In  these 
instances  atropine  has  very  projU'ily  l)eon  used  to  maintain  a 
dilated  })upil  whilst  the  remnants  of  the  lens  were  undergoing 
absorption.  The  atro))ine  may  be  discontinued  and  eserine 
substituted,  but  it  will,  in  my  experience,  fail  freciuently  to 
overcome  the  glaucomatous  condition.  The  best  plan  is  to 
taj)  the  anterior  chamlier,  and  to  rejieat  if  necessary  the 
paracentesis.  In  the  few  instances  thiit  increased  tension 
has  arisen  in  the  circumstances  just  now  mentioned,  j)aracen- 
tesis  has  acted  well,  and  the  lesults  in  those  cases  have  l)een 
among  my  best. 

The  operation  ))erfornie<l  in  uiy  cases  is  siniihir  to  that 
l)racticcd  for  hiiuell.ir  cataract,  and  the  tlangers  are  the  same. 
A  l)ead  of  vitreous  may  present  at  the  wound,  l)ut  this  should 
very  rarely  occur  if  care  h;is  been  taken  to  limit  the  ti'aring 
of  the  capsule  to  the  anteiior  c;i|)sule.  which  should  ri'adily 
be  done,  and  also  if  too  gr»'at  pressure  on  the  globe  is  axoided 
when  the  lens  is  coaxed  (tut  bv  the  curette. 
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My  practice  has  been  to  indicate  to  a  patient  the  advan- 
tages which  may  be  gained  by  operative  measures,  but  at  the 
same  time  to  point  out  that  to  achieve  the  benefits  he  or  she 
must  be  prepared  to  face  the  risks  which,  however,  are  not 
great.     The  decision  is  left  to  the  patient. 

Some  authors  have  alkided  to  the  danger  of  detachment 
of  the  retina  resuUing  from  removal  of  the  crystalline  lens 
for  high  degree  of  myopia.  I  have  no  experience  of  extrac- 
tion of  the  lens  in  these  cases,  and  cannot  therefore  say 
whether  it  is  a  danger  by  that  method  or  not.  All  my  cases 
have  been  treated  in  the  manner  I  have  described,  and  cer- 
tainly detachment  of  retina  is  not  a  danger  of  moment  in  my 
experience.  I  recollect  only  two  instances;  one  was  men- 
tioned at  some  length  in  my  paper  before  the  Ophthalmo- 
logical  Society. 

Case  I, — The  patient  was  a  young  woman  aged  2b.  The 
lens  was  needled,  and  subsequently  evacuated  in  November, 
1897.  The  result  up  to  May,  1898,  was  excellent,  myopia  of 
22  D  had  gone  down  to  2  D,  and  vision  at  this  time  was  ^24- 
Shortly  after  this,  however,  owing  to  the  serious  illness  of  a 
near  relative,  the  patient  had  very  arduous  night  and  day 
nursing  thrown  upon  her.  Vision  rapidly  deteriorated,  and 
on  June  8th  it  was  reduced  to  ^eo-  Besides  some  films  in  the 
vitreous,  no  gross  changes  were  noticeable  in  the  eye.  Vision 
remained  at  this  point  or  a  little  worse  for  some  months,  but 
she  had  not  been  under  examination  for  .^ ome  time.  It  should 
be  mentioned  that  when  the  lens  matter  was  evacuated  a 
small  amount  of  vitreous  escaped. 

Case  II. — The  second  was  that  of  a  domestic  servant. 
Both  eyes  had  been  operated  on  with  excellent  results.  A 
year  or  more  afterwards  detachment  of  retina  occurred  in 
one  eye.  At  this  time  she  was  in  very  feeble  health.  The 
other  eye  has  remained  good  as  far  as  I  have  heard. 

These  are  the  only  instances  of  which  I  have  either  record 
or  recollection  in  the  59  eyes  which  have  been  operated  upon, 
and  many  of  my  cases  have  been  under  observation  more  or 
less  for  several  years.  Myopic  eyes  —  especially  the  high 
degrees  which  are  dealt  with  in  this  paper — are,  it  is  well 
known,  prone  to  detached  retina.  They  are  cases  in  which 
a  sword  of  Damocles  is  always  hanging  over  the  heads. 
Even,  therefore,  if  the  percentage  was  much  larger,  as  it  has 
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been  in  some  published  records  of  instances  in  which  de- 
tached retina  has  occurred  after  varying  periods  subsequent 
to  the  operation,  it  could  hardly  be  regarded  as  discrediting 
the  operative  methods  here  advocated. 

The  results  of  a  successful  operation  to  the  patient  will  be 
that  vision  is  as  good  or  better  without  glasses  for  distance  as 
it  was  previously  with  their  assistance.  The  myopia  will 
have  disappeared  or  be  present  only  in  low  degree,  or  there 
may  be  weak  hypermetropia,  according  to  the  amount  of 
myopia  originally  existing.  It  would  be  very  unusual  for  a 
patient  not  to  express  his  or  her  gratification  with  the  change 
that  has  been  brought  about.  There  are  few  subjects  in 
ophthalmic  surgery  that  elicit  such  expressions  of  gratitude 
as  do  these  operations  for  the  relief  of  myopia. 

I  give  here  an  extract  from  a  letter  received  from  a  pa- 
tient operated  upon  some  few  months  since.  She  was  a 
teacher,  aged  28,  and  the  degree  of  myopia  in  each  eye  was 
28  D.  The  right  eye  only  was  treated.  Before  operation, 
with  correction  with  — 28  D,  V='yis;  after  operation,  with- 
out the  aid  of  glasses,  V=*'/i2. 

"The  benefits  received  from  the  operations  are  so  numer- 
ous that  I  hardly  know  how  to  specify  them.  The  opera- 
tions, of  course,  to  me  appear  nothing  short  of  a  miracle. 
The  fact  that  I  had  worn  exceedinoflv  strontj  glasses  for 
twenty-two  or  twenty-three  years  emphasizes  this.  Prior  to 
the  operation  objects  a  few  yards  distant  were  quite  unrecog- 
nizable ;  clear  vision  was  only  obtainable  an  inch  or  two 
from  the  eye.  The  uncertainty  of  locating  the  outline  of 
objects  caused  me  great  trouble,  inconvenience  and,  at  times, 
even  fear.  For  instance,  in  crossing  the  road  the  edge  of  the 
pavement  was  always  uncertain.  The  same  may  be  said  of 
steps  to  vehicles,  stairs,  etc.  Nothing  of  that  uncomfortable 
uncertainty  remains,  all  things  are  now  clear.  I  see  clearly, 
distinctly,  and  have  (juite  a  long  range  of  vision;  not  only 
that,  but  the  continual  tired,  aching  feeling,  and  fearfully 
hot  sensation  have  entirely  gone;  and  it  is  saying  a  great 
deal  wiicn  I  say  that  whereas  for  many  years  my  eyes  have 
been  an  ever-present  feeling,  I  now  sometimes  forget  that  I 
have  eyes,  so  very  natural  and  painless  are  they." 

[Since  this  article  was  written  I  have  operated  on  four 
iidditional  cases,  all  successful:  three  females,  aged  2fi,  IT), 
i»,  one  bov  aged  10:  the  degree  of  njvopia  of  eaeh  in  this 
order  being  \x  D.  It  D,  18  D,  and  1;")  D.] 
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THE  PHYSIOLOGY  OF  THE  SYMPATHETIC  IX  RELATION  TO  THE 

EYE. 

G.  E.  De  Schweiuitz   {Jour.  A.  J7.  A.,  Jau.  30,)  from  a 

review  of  the  entire  literature  of  the  subject,  and  from  the 

opinions  of  the  various  authors  quoted,  offers  the  followinor 

conclusions : 

1.  Athough  lacrimal  secretion  may  be  caused  bv  excita- 
tion of  the  sympathetic,  and  increased  lacrimation  by  section 
of  the  cervical  sympathetic  or  removal  of  the  superior  cervical 
ganglion,  the  sympathetic  itself  should  not  be  considered  the 
nerve  of  secretion  for  the  lacrimal  gfland. 

2.  Dilatation  of  the  pupil  is  probably  caused  by  contrac- 
tion of  a  set  of  raduilly  arranged  muscular  or  contractile  libers, 
the  so-called  dilatator  pupilla?,  which  is  supplied  by  the  svm- 
pathetic,  and  by  inhibition  of  the  sphincter  of  the  iris.  The 
dilating  impulse  transmitted  to  the  iris  passes  through  the 
cervical  sympathetic  and  in  general  terms  along  the  mydriatic 
tract  of  the  pupil,  which  proceeds  from  a  center  in  the  me- 
dulla as  far  as  the  second  dorsal  nerve,  follows  its  communi- 
cating branch  to  the  cervical  sympathetic,  and  arrives  at  the 
internal  carotid  plexus,  from  which  point  it  passes  to  the 
nasociliary  branches  of  the  nasal  nerve,  which  as  the  long 
ciliary  nerves  supply  the  muscular  tissue  of  the  iris. 

3.  Although  experimental  and  clinical  evidence  favors  the 
presence  of  a  center  situated  between  the  spinal  cord  and  the 
exits  of  the  sixth  cervical  and  fourth  dorsal  nerves,  to  which 
Budge  relegated  the  origin  of  the  pupil-dilating  tibres  of  the 
sympathetic,  its  existence  has  not  been  detinitely  proven. 

4.  Although  the  nature  of  the  ciliary  ganglion  has  not 
been  positively  determined  in  any  one  species  of  animal,  and, 
although  it  differs  greatly  in  different  species,  the  weight  of 
evidence  is  in  favor  of  the  ganglion  belonging  to  the  sympa- 
thetic system,  at  least  in  so  far  as  man  is  concerned.  The 
root  fibres  which  belons:  to  the  oculomotor  end  in  the  ciliary 
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ganglion,  where  a  new  neuron  begins  for  the  fibers  which  pass 
to  the  ciliary  muscle  and  the  sphincter  of  the  pupil,  i.  e.,  the 
oculomotor  does  not  act  directly  on  the  sphincter  of  the 
pupil,  but  only  in  association  with  the  ciliary  ganglion.  There 
is  a  certain  amount  of  evidence  that  this  ganglion  is  related 
to  the  pupil  movements  in  the  form  of  a  center,  and  it  prob- 
ably contains  cells  which  are  active  in  the  sensibility  of  the 
cornea,  but  lesions  of  the  ganglion  itself,  although  they  have 
been  considered  by  Grosz  to  be  the  basal  cause  of  true  neuro- 
paralytic keratitis,  have  not  been  proved  to  sustain  this  posi- 
tion by  experiments,  inasmuch  as  trophic  changes  have  not 
been  observed  after  extirpation  of  the  ganglion.  Removal  of 
the  ganoflion  has  little  or  no  influence  on  intraocular  tension, 
and  its  excision  is  not  a  rational  procedure  for  the  relief  of 
glaucoma. 

5.  There  is  no  satisfying  evidence  that  the  sympathetic  is 
related  to  the  function  of  accommodation,  and  it  has  not  been 
proved  that  the  sympathetic  has  any  power  in  causing  nega- 
tive accommodation,  nor  has  it  been  demonstrated  that  alter- 
ations in  refraction  noted  after  stimulation  of  the  sympathetic 
are  due  to  actual  change  in  the  lens. 

H.  Electrical  stimulation  of  the  cervical  sympathetic  pro- 
duces at  first  an  increase  and  later  a  decrease  of  intraocular 
tension,  the  increase  being  probably  due  to  an  effect  on  the 
vessels  of  the  eye.  Slow-acting,  mechanically  produced  irri- 
tation of  the  symathetic  causes  a  rise  of  tension,  which,  ac- 
cording to  Ladoto,  is  independent  of  dilatation  or  constriction 
of  the  blood  vessels,  and  also  independent  of  the  state  of  the 
f)upil.  Section  of  the  sympathetic,  or  extirpation  of  the 
syujpathetic  ganglion,  is  followed  by  a  fall  of  intraocular 
tension,  which  probably  depends  on  vascular  and,  perhaps^ 
muscular  changes.  The  lowering  of  tension  is  more  decided 
after  excision  of  the  ganglion  than  after  section  of  the  sym- 
pathetic cords,  but  in  cither  case  the  effect  is  a  tcmporaiy 
one,  and  may  not  last  untrc  than  a  few  days,  and  sometimes 
disappears  within  a  few  hours. 

7.  Electrical  stinuilation  of  tlu'  cervical  sym|)athelic  j)ro- 
duces  on  the  side  stimulated  a  dilatation  of  the  ])upil  as  a  re- 
sult of  cont  r;ictioii  of  the  dilatator  pnpilliv,  associated,  per- 
hajjs,  with  an  inhil)ition  of  the  sphincter.  .Vt  the  same  time 
there   mav    occui"   on   the   opposite   side   a   contraction   of  the 
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pupil,  which  either  depends  on  the  consensual  pupil  reflex,  or 
represents  ii  reflex  transmitted  through  the  sympathetic  tilires 
joining  the  cranial  nerves  in  the  region  of  the  cavernous 
sinus. 

8.  Electrical  stimulation  of  the  cervical  sympathetic  causes 
retraction  of  the  nictitating  uiembrane  and  proptosis,  owing 
to  the  action  transmitted  to  the  unstriped  muscular  fiber.  In 
contrast  to  the  general  rule,  irritation  of  the  sympathetic  in 
rabbits  causes  a  retraction  of  the  eyeball  in  the  orbit,  which 
has  been  attributed  by  Heese  to  a  contraction  of  the  orbital 
vessels  and  the  anemia  which  this  causes. 

9.  Electrical  stimulation  of  the  cervical  sympathetic  is 
followed  by  a  contraction  of  the  blood  vessels  of  the  conjunc- 
tiva and  of  the  iris,  and  perhaps  by  alteration  in  the  caliber 
of  the  vessels  of  the  retina,  although  observations  on  the  last- 
named  phenomenon  have  been  extremely  contradictory. 

10.  Stimulation  of  certain  areas  of  the  brain  cortex  causes 
dilatation  of  the  pupil,  associated,  if  the  cervical  sympathetics 
are  intact,  with  all  the  symptoms  of  stimulation  of  the  cerv- 
ical sympathetic.  Division  of  the  sympathetic  stops  the  other 
symptoms,  but  not  the  dilatation  of  the  pupil,  which  is  sup- 
posed to  be  due  to  inhibition  of  the  tonic  action  of  the  third 
nerve  (Parsons). 

11.  Sympathectomy  or  gangliectomy  causes  the  following 
effects :  Myosis,  narrowing  of  the  palpebral  aperture,  projec- 
tion of  the  nictitating  membrane,  retraction  of  the  globe  of 
the  eye,  hyperemia  of  the  vessels  of  the  conjunctiva,  increased 
lacrimal  secretion,  diminished  intraocular  tension,  certain 
ophthalmoscopic  and  microscopic  lesions  in  the  eyeground, 
and  possibly  trophic  disturbances. 

12.  The  symptoms  of  sympathetic  section  or  paralysis 
lessen  after  a  time,  myosis  being  the  most  permanent,  lasting 
sometimes  for  years.  The  degree  of  permanence,  however, 
of  the  paralytic  phenomena  varies  much  in  different  animals. 

13.  Myosis  is  greater  after  excision  of  the  cervical  sym- 
pathetic cord,  because  it  is  probable  that  a  certain  tone  is  ex- 
ercised by  the  ganglion ;  that  is,  that  it  has  a  different,  and, 
as  it  were,  a  stronger  action  on  the  eye  than  the  nerve  trunk 
itself  (Levinsohn). 

14.  All  the  phenomena  of  paralysis   of  the   sympathetic 
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nerve,  especially  the  contraction  of  the  pupil,  which  follow 
extirpation  of  the  superior  cervical  ganglion  gradually  become 
less  marked  and  may  disappear  or  even  give  place  to  the  op- 
posite condition,  especially  if  the  animal  is  anesthetized  or 
sul)jected  to  sensory  or  emotional  stimuli.  In  other  words, 
extirpation  of  the  ui)per  cervical  ganglion  causes  the  symp- 
toms of  sympathetic  paralysis  which  may  disappear  and  give 
place  to  the  signs  of  sympathetic  excitation.  Such  paradox- 
ical pupill.iry  dilatation  may  depend  on  degenerative  processes 
in  the  post-cellular  nerves  of  the  ganglion  (Langendorff ). 

15.  The  myotic  pupil,  which  follows  sympathectomy  or 
gangliectomy,  responds  to  light  stimulus,  is  still  further  con- 
tracted by  eserin,  and  may  be  dilated  by  atropin.  It  is  unin- 
fluenced by  cocain,  which,  however,  may  exercise  its  influence 
in  widening  the  contracted  i^alpebral  fissure. 

16  A  considerable  excision  of  the  sympathetic  must  be 
made  in  order  to  prevent  a  rapid  regeneration. 

17.  Narrowing  of  the  palpebral  fissure,  ptosis  sympathica, 
and  enophthalmos  are  probably  due  to  relaxation  of  Miiller's 
muscle,  aided,  perhaps,  by  atrophy  of  the  orbital  fat.  It  has 
not  been  proved,  although  it  has  been  asserted,  that  there  is 
an  actual  reduction  in  the  size  of  the  globe,  that  is,  a  true 
microphthalmos,  under  these  circumstances. 

18.  Sympathectomy  or  gangliectomy  may  cause  increased 
vascularization  of  the  eyeground,  perhaps  h;emorrhages  in  the 
ciliary  bodj'  and  ciliary  jirocesses,  and  alteration  in  the  retinal 
ganglion  cells. 

19.  Puncture  of  the  restiform  body  produces  just  the 
opposite  effects  of  destruction  of  the  sympathetic   (Dupuy). 

20.  Nicotin  paralyses  the  activity  of  ganglionic  nerve  cells 
in  the  sympathetic.  Cocain  dilates  the  pupil  by  stimulating 
the  mydriatic  nerve  endings  in  the  iris.  Atropin  dilates  the 
pupil,  partly  by  a  paralytic  action  on  the  oculomotor  endings 
of  the  sphincter,  and,  perhaps,  by  a  stimulant  action  on  the 
sympathetic  nerve  fibers,  or  more  likely,  by  causing  a  general 
f)aralysis  of  the  unstrijiod  pui)illarv  muscle.  Instillations  of 
adrenalin,  ordinarily  inactive  in  causing  dilatation  of  the  puj)!!, 
become  exceedingly  active  when  the  symj)athetic  is  cut  or  the 
ganglion  removed,  and  cause  under  these  circunistances 
marked  dilatation  of  the  pujiil. 
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A  CASE  ILLUSTKATING  THE  DANGER  IN  EXTRACT- 
ING frag:ments  of  metal  from  the  vitre- 
ous CHAMBER  BY  A  POWERFUL  MAGNET* 

By  S.  D.  RISLEY,  M.D. 

Attemlinj;  Surgeon,  Wills  Kye  Hospital,  Philadelphia. 

IN  July,  1902,  I  presented  a  brief  paper  (  Transacfions 
American  OphtJiahnological  Society,  1902)  on  "The 
Extraction  of  ^Nletalic  Fragments  from  the  Vitreous  Chamber," 
in  which  I  discussed  the  relative  merits  and  dangers  of  re- 
moval, by  relatively  weak  magnets  through  a  scleral  puncture 
at  the  known  site  of  the  foreign  body,  and  by  means  of 
})owerful  magnets  by  which  the  fragment  was  drawn  forward 
through  the  intervening  tissues  into  the  anterior  chamber, 
and  thence  removed  through  a  corneal  section. 

The  group  of  dangers  which  cluster  around  a  scleral  punc- 
ture I  placed  in  contrast  with  the  possible,  theoretical,  dan- 
gers attendant  upon  the  latter  procedure,  using  the  following 
language:  "It  is  worthy  of  inquiry  whether  the  probabil- 
ities of  permanent  injury  to  the  eye  which  have  been  enumer- 
ated are  greater  than  those  presented  by  extraction  through 
the  anterior  chamber  with  the  aid  of  a  powerful  magnet.  In 
case  I,  for  example,  the  most  favorable  of  the  group  for  this 
procedure,  since  the  injury  was  recent  and  the  foreign   body 

*Read  before  the  section  ia  ophthalmology,  College  of  Physicians, 
March  15,  1904. 
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could  not  therefore  have  been  fastened  in  situ  by  the  in- 
flammatory products,  there  can  be  no  (juestion  but  that  the 
giant  magnet,  placed  near  the  pole  of  the  cornea,  would  have 
drawn  the  fragment  into  the  anterior  chamber,  if  manipu- 
lated with  skill,  on  a  tractable  patient.  The  fragment  of 
steel  was  lying  in  the  bottom  of  the  eye  and  resting  on  the 
retina  just  back  of  the  ciliary  processes.  The  magnet,  there- 
fore, must  have  dragged  it  with  its  sharp  and  ragged  edges 
forward  through  a  hitherto  uninjured  portion  of  the  vitreous, 
over  the  ciliary  region,  and  through  the  suspensory  ligament 
or  zone  of  Zinn,  thence  through  the  posterior  chamber  be- 
tween the  iris  and  lens,  necessitating  its  gliding  over  a  portion 
of  the  delicate  anterior  capsule  of  the  lens  before  emerging 
into  the  aqueous  chamber.  On  the  way  there  would  be  dan- 
ger of  entanglement  in  the  ciliary  processes,  or  the  posterior 
surface  of  the  iris,  or  of  injury  to  the  lens  capsule.  But  once 
safely  through  these  possibilities,  it  would  remain  to  make  an 
opening  in  the  cornea  for  its  final  delivery.  This  would  also 
involve  the  opening  of  the  ball,  the  emptying  of  the  anterior 
chamber,  and  the  dragging  of  a  foreign  body  away  from  a 
close  imprisonment  between  the  iris  and  the  cornea,  and  the 
consequent  traumatism  of  these  tissues,  not  to  mention  the 
possibility  oi  hernia  of  the  iris  or  anterior  synechia  during 
the  process  of  repair.  Added  to  these  considerations  is  the 
possibility  of  the  foreign  body  having  been  impure,  so  that 
the  dangers  of  infection  would  have  been  greatly  enhanced 
by  a  ()rogress  through  a  new  and  hitherto  uninjured  pathway 
through  the  tissues.  In  cases  II.  Ill  and  I\'  an  additional 
factor  was  introduced.  The  foreign  body  had  been  present 
long  enough  to  become  fastened  to  the  retina  by  inflam- 
matory products  It  is  probable  that  to  have  dragged  these 
inward  awM\'  from  t  heir  ;it  t:i<hiiU'Mts  would  have  cndangi'red 
retinal  s('j)ar:ition  and  hii'morrhagc  quite  a>  much  as  a  mcrid- 
ianal  section  t  hrough  t  he  sclera  at  t  he  site  of  the  foeign  body . ' ' 

At  the  lime  these  in(|uiries  were  forinulalcd  they  were 
based  upon  purely  theoretical  consideratitnis  so  far  a>  my  own 
cx|)erience  was  <-oiicerne(l.  I  have  now  to  rej)ort  a  case  which 
goes  far  to  justify  the  fears  then  entertained. 

I'.,  (i.  ('.,  aged  23,  a  Mia<hinist .  canie  to  the  \\'ill>  Hos- 
pital, l''elMiiaty    10.   IJIOI.    with    the    lii>tory    of    h;i\iiig    l)een 
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struck  in  the  left  eye  by  a  piece  of  casting  two  weeks  before. 
He  presented  a  note  to  me  from  Dr.  Lewis  H.  Taylor  of 
AVilkesbarre,  who  was  uncertain  as  to  the  presence  of  a  for- 
eign body  within  the  eye.  The  uninjured  eye  showed  marked 
photophobia  and  lacrimation  aggravated  by  any  attempt  to 
see  near  objects.  V='*i<4;  with  the  injured  eye  he  could 
count  lingers  uncertainly  at  9".  There  Avas  deep  ciliary 
injection:  the  ball  was  tender  to  palpation.  The  anterior 
chamber  was  of  normal  depth,  but  there  was  a  gray,  irregular 
scar  about  '1  ^i  mm.  in  length  near  the  pole  of  the  cornea. 
The  iris  was  swollen,  gray  and  lacked  luster.  There  were 
three  broad,  tirm,  i)osterior  synechiie,  the  largest  being  above 
where  the  iris  was  tirmly  bound  to  the  anterior  capsule  and 
had  evidently  been  injured  by  the  foreign  body.  The  lens 
was  swollen  and  partially  opaque.  The  location  and  appear- 
ance of  the  wound  in  the  cornea,  iris  and  lens  suggested  the 
possibility  that  the  foreign  body  had  punctured  these  tissues 
without  deeper  penetration.  The  man  was  tirmly  convinced 
that  it  had  been  removed  from  the  eye.  He  brought  an  un- 
satisfactory skiographic  negative  taken  near  his  home,  wdiich 
unfortunately  did  not  aid  in  either  localizing  the  body  or  cer- 
tainly determining  its  presence. 

The  eye  was  cocainized  and  he  was  placed  before  the 
Haab  magnet,  primarily  to  determine  the  possible  presence 
of  a  metalic  substance.  He  suffered  severe  pain  when  the 
eye  was  brought  to  about  10  inches  from  the  tip  of  the  mag- 
net. The  distance  was  slowly  and  cautiously  diminished  and 
the  current  carefully  controlled,  intervals  of  complete  rest 
being  secured  by  entirely  cutting  off  the  current.  In  a  few 
moments  the  lower  temporal  (piadrant  of  the  iris  was  seen  to 
bulge  forward  and  the  current  was  (juickly  cut  off.  The  pa- 
tient was  then  instructed  to  look  stronorly  downward,  and  the 
magnet  was  tilted  so  that  the  line  of  direction  of  its  traction 
would  be  exerted  upward  and  outward,  so  that,  if  possible, 
the  fragment  of  metal  might  be  drawn  along  the  posterior 
surface  of  the  iris  and  into  the  pupillary  area  l)etween  the 
iris  and  lens.  The  current  was  slowly  turned  on  and  the  tip 
of  the  magnet  carefully  approached  to  the  eye.  The  nuin 
suffered  intense  pain,  beads  of  perspiration  standing  on  his 
brow.     AVhen  a  distance  of  approximately  3  inches  between 
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the  magnet  and  the  corneal  pole  had  been  reached,  the  foreign 
body,  with  ?<tartling  suddenness,  flew  with  the  impetus  of  a 
bullet  and  fastened  itself  to  the  conical  extremity  of  the 
magnet  with  a  portion  of  the  iris  still  clinging  to  it.  It  had 
emerged  through  the  old  corneal  wound,  in  which  the  re- 
mainder of  the  iris  was  found  entangled,  and  was  withdrawn, 
only  a  small  triangle  of  iris  remaining  in  the  eye  at  the  site 
of  the  original  injury,  where  it  still  remains  adherent  to  the 
lens. 

The  man  was  placed  in  bed,  atropia  instilled  and  contin- 
uous cold  compress  applied.  The  eye  recovered  from  its  ter- 
rible injury  without  noteworthy  incident.  At  the  end  of  the 
week  he  was  much  pleased  with  the  unexpected  vision  remain- 
ing, but  this  has  already  diminished,  a  fact  which  may  be 
accounted  for  in  part  by  the  denser  opacity  of  the  lens ;  but 
it  is  probably  due  to  detachment  of  the  retina  and  accoin- 
nanvino-  degeneration  changes.  The  foreign  bodv  had  been 
present  two  weeks  and  inflammatory  reaction  had  been  marked. 
It  is,  therefore,  probable  that  it  was  adherent  to  the  retina 
in  the  region  of  the  ciliary  processes,  in  the  lower  temporal 
portion  of  the  eye.  Time  was  not  taken  to  secure  a  careful 
localization  because  of  the  raiiidly  progressing  irritation  of 
the  other  eve.  Had  this  l)een  done,  and  the  body  been  ex- 
tracted through  a  scleral  puncture.  I  can  ))ut  think  that  the 
traumatism  would  have  been  much  less  than  that  suffered 
from  the  powerful  traction  force  of  the  magnet,  which  was 
sufticient  to  drag-it  from  its  bed  of  lymph  and  cause  its  vio- 
lent projection  through  intervening  structures.  The  result 
would  probably  have  been  in  some  measure  less  disastrous 
with  a  smaller  fragment.  The  one  in  (|uesli()n  had  ragged 
edges,  was  rhomboidal  in  form,  weighed  api)r(txiMiMtely  'l 
grains,  and  was  in  its  greatest  diameters  ;^x;')x2  mm.  The 
eve  is  now  free  fiom  pain  and  tenderness,  and  is  nearly  white. 
Thei-e  has  been  no  sym|)t(>nis  of  sympathetic  irritation  since 
the  removal  of  the  foreign  Ixxly,  notwit hstan<ling  the  serious 
t  nmnial  ism  the  e\c  h:i>  sustained. 
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MALIGNANT   GLAUCOMA. 

By  W.  n.  SEAKLES,  A.M..  M.I). 

OSHKOSH,  WIS. 

I  DO  not  remember  to  have  seen  a  report  of  a  case  of  this 
form  of  glaucoma  that  was  ever  successfully  treated, 
although  I  have  met  several  instances  of  total  blindness  due 
to  this  disease.  There  is  no  prodromal  period,  and  the 
opportunity  to  save  the  eye  is  quickly  passed.  Again,  to 
perform  an  iridectomy  under  such  conditions  is  perhaps  the 
most  difficult  of  any  that  we  have  to  do  upon  the  eye.  I  have 
met  two  cases  in  my  24  years  of  practice,  the  treatment  of 
which  may  be  of  interest  to  the  reader. 

Mr.  C,  age  28,  married,  a  painter,  and  in  robust  health, 
had  never  had  any  previous  trouble  with  his  eyes.  He  fell 
asleep  after  dinner  on  the  floor  where  the  wind  blew  over  his 
face  and  head.  He  had  been  asleep  for  an  hour  when  he  was 
suddenly  awakened  by  a  sharp  pain  in  the  right  eye.  He 
was  brought  to  my  office  by  Dr.  Steele  in  less  than  an  hour 
from  the  beginning  of  the  attack.  The  eye  was  now  stony 
hard,  the  pupil  w  idely  dilated  and  crowded  against  the  cornea. 
He  was  in  the  cold  sweat  of  intense  suffering  and  totally 
blind  in  this  eye. 

Paracentesis  was  done  at  once.  He  was  then  taken  home 
and  put  to  bed,  when  he  was  speedih^  brought  to  the  sweat- 
ing stage  by  fluid  extract  jaborandi  and  stimulants  which 
relieved  the  pain  somewhat.  Hot  water  was  also  applied  di- 
rectly to  the  eye  for  live  minutes  at  a  time  every  fifteen  min- 
utes, followed  by  2  per  cent,  atropine  in  4  per  cent,  solution 
of  cocain.  After  two  hours'  work  he  was  put  to  sleep  with 
a  hypodermic  of  morphia,  from  which  he  awoke  much  better. 
I  attended  this  man  for  ten  days,  when  he  made  a  complete 
recovery  of  his  vision.  Atropine-cocain  was  used  from  start 
to  finish ;  jaborandi  20  drops  at  bed  time,  followed  by  mor- 
phia if  necessary,  with  quinine  during  the  day. 

Mr.  H.,  age  24,  single,  in  perfect  health,  called  me  up  at 
5  a.  m.,  suffering  intensely  in  the  right  eye.  He  went  to 
bed  at  11  p.  m.  and  to  sleep  with  no  indication  of  eye  trouble. 
This  eye,  however,  was  blind  from  a  corneal  wound  which  had 
occurred  ten  years  previous.     Most  of  the  cornea  was  covered 
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bv  a  dense  leucoma  and  the  iris  was  probably  adherent.  He 
had  had  attacks  of  pain  before,  which  hot  water  had  always 
subdued,  but  had  failed  this  time. 

This  attack  began  at  3  a.  ni.  The  eye  was  now  very  in- 
flamed, with  hiofhest  tension.  I  feared  panophthalmitis  and 
advised  enucleation.  This  he  refused  and  asked  for  medical 
treatment.  I  directed  him  to  bed  and  to  continue  the  hot 
water  and  gave  him  atropine  to  drop  in  the  eye  every  half 
hour.  I  saw  him  four  hours  later.  The  supra-orbital  nerve 
was  now  highly  inflamed  and  the  up})er  lid  red  and  cpdema- 
tous.  I  again  insisted  that  the  eye  must  come  out,  as  it  had 
made  no  improvement.  He  still  wanted  more  time.  I  now 
began  a  svstematic  use  of  hot  water  in  the  eve  itself,  followed 
by  the  atropine  every  fifteen  minutes  for  one  hour  and  then 
turned  to  jaborandi  and  morphine,  which  gave  him  a  refresh- 
ing sleej)  of  several  hours  and  from  which  he  awoke  in  every 
way  improved. 

This  man,  to  my  great  surprise,  recovered.  Two  years 
later  he  had  had  no  return  of  the  disease  and  declared  his 
eye  had  not  felt  so  well  in  years. 

In  a  general  way  I  have  found  this  treatment  effective  in 
all  forms  of  glaucoma  in  subduing  the  inflammatory  side  of 
this  disease.  Quinine  or  any  anti-neuralgic  remedy  should 
be  used  at  regular  intervals.  The  treatment  seems  to  be 
ideal  and  a  complete  substitute  for  iridectomy,  barring  com- 
plications. I  have  not  lost  a  case  in  the  past  fifteen  years, 
which  was  not  true  before  when  I  relied  on  surgery.  Let  me 
illustrate  by  a  patient  which  is  still  under  my  care  at  this 
writing. 

.[rufe  inffanuiKitori/  (fhiuconia. — Mrs.  P.  is  «U)  years  of 
age.  The  left  eye  was  removed  30  ycais  ago.  She  had 
matlc  ;i  poor  recovery  from  an  attack  of  llic  giip  November 
2.")tli  last.  She  complained  so  much  of"  pain  in  her  cvc  ,in<l 
failing  vision  that  her  physician  sent  her  to  an  oculist  who 
fitted  hci-  with  glasses,  but  they  only  iiK-reascd  the  pain  if  she 
attempted  :\u\  near  woik.  I  smw  this  c;ise  l''el)ru;n\  •JOih. 
Kor  ten  <lays  J)re^ious  she  had  suffered  very  greatly  from 
pain  in  her  v\v  .ind  head,  in  fact  in  her  whole  Ixxly.  She 
had  had  but  liftU'  Nlcep  .iiid  \\;i>  now  enveloped  in  a  fog. 
Here  is   \vli:it    I    found:       i'npil    dilaleil    to   twice   the    normal 
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.size ;  tension  +  2 ;  steamy  cornea ;  green  reflex  and  shallow 
chamber.  The  ciliary  veins  were  varicose,  with  several 
hemorrhages  upon  the  eyeball.  The  eye  was  tender  and  all 
movements  were  painful :  the  media  very  hazy  and  the  ret- 
inal veins  swollen. 

Here  is  a  ease  of  trhuieoma  in  which  the  immediate  cause 
is  accommodative  effort  in  an  eye  weakened  by  sickness  of 
two  months"  standing.  The  treatment  in  the  otfice  was  as 
follows:  Atropine  2  per  cent,  was  applied  to  the  eyeball 
and  rubbed  in  with  my  favorite  spatula.  Internally,  a  Dr. 
Gross  tablet  without  morphia.  Smoked  glasses  were  put  on, 
and  the  patient  was  sent  home  and  to  bed.  Hot  water  was 
then  applied  according  to  the  method  of  Dr.  Connor  of 
Detroit,  as  already  indicated,  followed  by  atropine  each  time 
till  maximum  dilatation  was  secured,  when  15  drops  of  fluid 
extract  of  jaborandi  was  to  be  taken,  followed  by  morphine 
if  necessary  to  get  eight  hours'  sleep.  Later,  she  was  to  take 
another  Dr.  Gross  tablet  and  wait  till  I  came.  I  did  not  see 
her  for  twenty  hours.  According  to  every  authority,  the  use 
of  atropine  is  plainly  forbidden  in  such  a  case.  It  is  a  mis- 
take, however,  as  I  know,  for  I  have  been  over  this  ground 
too  often.  When  I  got  to  her  home  she  met  me  at  the  door 
with  a  smile.  She  had  had  the  sleep,  and  did  not  have  to 
take  the  morphine.  The  disease  was  conquered,  and  my 
routine  treatment  for  the  next  four  days  was  as  follows : 
Atropine  once  a  day,  half  a  Dr.  Gross  tablet  three  times  a 
day,  and  jaborandi  15  drops  at  bed  time,  with  morphine  in 
reserve.  At  the  end  of  the  fourth  day  all  hypertension  was 
gone,  also  all  pain  through  the  body,  and  vision  was  fully 
restored.  She  said  she  was  well  again  for  the  first  time 
since  November  25th. 

Fifth  day  :  This  woman,  contrary  to  my  strict  orders, 
went  about  her  home  work,  visited  with  her  neighbors,  and 
dared  to  take  up  her  sewing  again,  with  the  eye  yet  under 
the  control  of  atropine.  She  collapsed  worse  than  ever.  I 
have  met  this  same  trouble  before.  The  ignorant  think  you 
are  runningf  a  bill  for  nothing:,  thev  get  well  so  quicklv  and 
easily.  I  now  added  cocain  to  the  atropine  and  began  all 
over  again,  with  morphine  added  to  the  jaborandi.  I  lost  a 
whole  week,  but   got  back   all    right   with    a  patient   "awful 
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weak,  "  as  .she  said,  and  very  humble  also.  Here  is  all  the 
trouble  with  atropine  in  glaucoma.  It  is  not  the  drug  but 
the  patient..  The  wear  and  tear  of  the  nervous  system  by 
this  time  had  become  so  great  that  I  now  called  to  my  aid 
McArthur's  hypoph.  of  lime  and  soda  and  gradually  stopped 
all  other  treatment,  using  the  atropine-cocain  once  in  two  or 
three  days  and  reducing  the  jaborandi  to  10  drops  at  bed 
time.  March  5th :  the  patient  was  well.  No  more  atropine 
at  present,  but  I  shall  keep  her  under  it  for  two  or  three 
weeks  longer.  It  will  take  a  month  more  after  that  before  I 
will  allow  any  accommodatiye  effort. 

These  cases  do  not  recover  quickly  from  atropine.  That 
oflaucoma  occurs  coincidentally  with  the  exhibition  of  atro- 
pine  is  most  true,  as  happened  in  this  case,  but  it  is  due  to 
an  entirely  different  cause  than  the  one  recognized,  namely, 
obstruction  by  the  way  of  thickening  of  the  iris  base.  The 
glaucoma  charged  to  the  use  of  atropine  can  always  be 
quickly  cured  by  the  further  exhibition  of  atropine. 

Atroi)ine  is  to  the  eye  what  splints  are  to  the  fracture, 
and  we  should  no  more  make  use  of  the  one  than  the  other, 
while  under  such  (control.  The  use  of  atropine  under  this 
precaution  as  an  inflexible  rule  is  perfectly  safe,  and  wonder- 
ful in  its  results. 

Atropine  now  c^omes  to  the  front  in  a  new  role.  It  is  to 
become  our  chief  weapon  against  glaucoma  in  meeting  its  in- 
flammatory side. 

Atropine  is  anti-inflammatory,  always,  because  it  contracts 
bloodvessels  and  reduces  secretion  and,  of  course,  swelling 
and  tension  as  well. 

Atroi)ine  in  its  final  effect  upon  the  uveal  tract — which  i> 
really  a  pathway  of  bloodvessels — is,  then,  not  one  of  ob- 
struction of  the  angle,  but  of  opening  it.  Every  glaucoma 
has  to  reckon  with  this  uveal  tract  bloodvessel  system. 

Atropine  is  then  anti-glaucoinatous,  and  there  is  no  itthn- 
drug  at  the  present  tinic  to  be  compared  with  it. 

Atropine  removes  for  the  time  being  one  side  of  the  iritic 
angle,  in  maximum  dihilation,  as  completely  as  the  best  possi- 
bU'  iridectomy,  and,  better  still,  does  it  throughout  the  entire 
cifclr.      At  I  lie  tinisli  it  Icaxcs  no  mutilations  behind. 

At  inpiiic-cociiiii  icdiico    Noluinc.  l)loo(l    >npply,  si'cretion. 
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intra-ocular  tension,  soothes  ])ain,  improves  nutrition  and 
secures  complete  rest,  and  hence  is  the  logical  answer  to  every 
glaucomatous  process.  In  every  glaucoma  these  is  always 
sluggish  absorption,  and  we  turn  logically  to  jal)orandi  to 
meet  this  defect. 

The  writer  has  "sailed  through  bloody  seas"  to  reach  his 
present  position  and  is  fearless  of  all  contradiction. 
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A    MODIFICATION    IN    THE    SHORTENING    OF    THE 

EYE  MUSCLE  WITH  THE  PRESERVATION 

OF  ITS  TENDON.* 

By  GEORGE  F.  SUKER,  M.D. 

CHICAGO,  ITJ,. 

Professor  of  Ophthahuologj,  Post  Graduate   Medical  School;  Instructor   in  oplithal 

niology,  College  of  Physicians  and  Surgeons  (Univ.  of  111.)- 

THE  operation  about  to  be  described  is  but  a  moditication 
of  the  method  of  shortening  the  eye  muscles  as  first 
described  by  J.  F.  Noyes,  of  Detroit,  at  a  meeting  of  the 
American  Ophthalmological  Society  in  1874.  The  mere  fact 
that  in  the  Noyes'  o])eration  and  the  one  about  to  be  detailed, 
cither  the  whole  or  a  ])art  of  the  tendon  is  preserved  without 
disturbing  its  anatomical  insertion,  will  commend  the  oper- 
ation as  being  applicable  in  certain  cases  of  strabismus. 

The  technique  involved  and  the  principle  underlying  both 
are  quite  similar.  This  operation  is  indicated  mainly  when  it 
is  desired  to  operate  upon  the  lateral  recti  muscles :  mainly 
upon  the  recti,  because  they  have  the  longest  tendon,  therefore 
permit  of  a  greater  latitude  in  shortening  the  muscle.  The 
operation  is  quite  applicable  in  such  cases  when  the  amount  of 
shortening  demanded  does  not  exceed  much  over  one-half  the 
length  of  the  tendon.  In  other  words,  in  all  such  cases  where 
the  degree  of  convergence  or  divergence  is  not  too  excessive. 
Briefly,  it  may  be  said  to  be  indicated  either  to  its  fullest  ex- 
tent or  in  part  in  all  such  cases  where  the  present  methods  of 
tendon  advancement  or  muscle  shortening  are  used  or  a  ten- 
otomy with  an  advancement  is  employed. 

The  operation  is  performed  as  folhnvs: 

First:  Make  a  conjunctival  incision  parallel  to  \\\v  long 
axis  of  the  muscle,  similar  as  in  ;my  tenotomy,  beginning  the 
incision  a  line  or  two  in  advance  of  the  tendon  insertion  and 
extendiuL'  backwiird  to  at  least  the  beirinningof  the  muscle. 

Second:  .M.iUc  ;in  incision  into  the  capsule  of  Tenon, 
mIso  parallel  to  the  long  mxIs  of  the  iniiM-U'. 

Third:  Pick  up  the  muscle  with  :i  ■strabismus  hook  or  :i 
l*rinc«'\s  ad\:incenM'iit    forceps. 

Fourth:  l*:is>  n  double  needled  silk  suture — on«'  from 
above,  the  other  from  below — through  the  edge  of  the  nniscle, 
picking   u})    a    small  loop.      This   leaves   the    central   nutrient 

•  K»'iuJ  ttefore  \\w  Cbii-ii^:"'  <  •p'''l'i'''"<'l<»K'''"'  ''^ocirty.  April  12.  1!K)4. 
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artery  intact.  These  sutures  must  be  passed  just  back  of  the 
beginnino:  of  the  tendon  ( or  in  the  substance  of  the  tendon 
proper,  if  but  a  partial  shortening  is  desired)  so  as  to  avoid 
their  tearing  out,  as  happens  when  such  sutures  are  not 
guarded  by  tendinous  structures.  The  needles  are  to  be 
passed  through  the  substance  of  the  muscle  from  the  u}iper 
and  lower  free  border. 

Fifth:  Now  completely  sever  the  tendon  just  in  front  of 
the  so-called  muscle  sutures. 

vSixth  :  Dissect  the  tendon  forward  down  to  its  insertion, 
and  make  a  small  groove  underneath  just  at  the  scleral  inser- 
tion, in  order  to  receive  the  muscle  end  when  the  same  is 
brought  forward.  Vivify  the  under  surface  of  the  tendon 
with  a  blunt  curette. 

Seventh:  Now  pass  each  of  these  two  muscle  sutures  at 
about  corresponding  points  from  nnderneath  the  tendon  at 
its  insertion,  from  below  upward  and  outward,  at  the  same 
time  through  the  re-approximated  conjunctiva.  Now  pull  the 
muscle  forward,  while  rotating  the  eyeball  toward  the  same. 
Firmly  tie  the  sutures  above  the  conjunctiva. 

Eighth  :  Gently  vivify  the  upper  surface  of  the  muscle 
to  an  extent  corresponding  to  the  length  of  the  severed  ten- 
don. Lap  the  tendon  back  over  the  muscle  and  firmly  fix  the 
distal  end  by  means  of  two  sutures,  one  above  and  one  below, 
to  the  body  of  the  muscle.  "While  doing  this,  have  the  eye- 
ball turned  in  the  opposite  direction  so  as  to  have  the  parts 
on  a  slight  stretch.     Use  cat-gut  sutures  here. 

Ninth :  Replace  the  conjunctiva  and  close  the  wound 
with  one  or  two  sutures,  as  the  case  may  indicate. 

Tenth  :  Apply  a  cold'  aseptic  bandage  for  six  or  eight 
hours.  The  other  after  treatment  is  the  same  as  in  any  of 
the  operations. 

Eleventh :  Remove  the  conjunctival  sutures  on  the  sixth 
or  seventh  day,  or  earlier  if  firm  union  has  taken  place. 

The  operation  has  the  following  points  which  commend  it 
for  such  cases  as  above  alluded  to: 

1.  It  does  not  disturl)  the  insertion  of  the  tendon,  there- 
fore does  not  alter  the  relationship  of  this  tendon  to  the 
others  or  its  relation  to  the  optic  axis.  It  does  not  permit, 
therefore,  of  any  rotary  displacement  of  the  globe. 
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2.      It  does  not  siicritice  any  tendon  substance. 
H.     It    better    maintains   tlie    proportion    of    muscle   and 
tendon. 

4.  There  is  very  little  chance  for  the  srivins:  wav  of  the 
sutures,  which  is  an  important  feature. 

5.  The  original  lever  power  of  the  muscle  is  not  inter- 
fered with. 

6.  The  actual  direction  of  muscle  traction,  and  therefore 
its  influence  upon  the  position  of  the  globe,  is  not  disturbed. 
In  other  words,  the  anatomico-physiological  traction  of  the 
muscle  remains  unaltered. 

7.  It  does  not  cause  any  more  reactionary  disturbances 
or  thickening  of  the  conjunctiva  than  the  ordinary  advance- 
ment operation. 

8.  The  maximum  shortening  attained  is  equal  to  the 
length  of  the  tendon. 

9.  The  result  of  the  shortening  is  just  as  constant  as  in 
some  of  the  other  operations,  if  not  more  so. 

10.  A  partial  shortening  may  be  obtained  by  placing 
these  sutures  at  any  distance  in  the  substance  of  the  tendon 
and  proceeding  as  above  described. 
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AN  EXPERIENCE  WITH  THE  SIDEROSCOPE. 

By  ARTHUR  E.  EWING,  M.D., 

ST.  LOUIS,  M<». 

VERY  h«oon  after  receiving  the  instrument  in  question,  an 
excellent  opportunity  to  try  its  power  upon  a  fragment 
of  steel  offered  itself.  The  fragment  had  entered  the  lower 
portion  of  the  cornea,  passed  through  the  lower  margin  of 
the  pupil,  through  the  lens,  and  backward  and  outward 
through  the  globe,  and  had  imbedded  itself  in  the  temporal 
portion  of  the  sclera  near  the  equator  and  a  little  above  the 
horizontal  meridian,  where,  after  the  swelling  had  subsided, 
it  could  easily  be  seen.  When  this  eye  was  brought  near  to 
the  magnet  of  the  sideroscope  there  was  no  deflection  until  the 
foreign  bodv  would  be  within  a  distance  of  eight  millimetres: 
with  the  magnet  on  the  nasal  side  of  the  globe,  or  at  the 
upper  or  lower  surface  there  was  no  disturbance  whatever. 
At  six  millimetres  the  movement  was  positive.  The  size  of 
the  fragment  when  it  had  been  removed  was  found  to  be 
1x2x3.5  millimetres.  Since  this  trial  was  made  there  have 
been  several  instances  where  pieces  of  iron  or  steel  of  about 
this  size  have  entered  the  globe  and  have  been  removed,  and 
each  showed  that  the  instrument  could  be  depended  upon  at 
distances  of  from  five  to  six  millimetres.  The  case  to  be  de- 
scribed is  interesting  because  there  was  no  deflection  at  first, 
although  the  greatest  care  was  exercised  to  have  everything 
in  proper  order,  and  a  few  days  later  the  deflection  was  very 
positive. 

The  patient  was  first  seen  forty-eight  hours  after  the  in- 
jury. Near  the  center  o'f  the  cornea  there  was  a  clean  per- 
forating wound  four  millimetres  in  length,  and  back  of  this  a 
similar  wound  in  the  anterior  capsule  of  the  lens.  The  lens 
was  opaque  and  the  swollen  cortical  substance  was  pusliing 
forward  through  the  wound  in  the  capsule.  The  anterior  cham- 
ber was  shallow ;  the  pupil  was  five  millimteres  in  diameter, 
probably  from  a  mydriatic  which  had  been  used,  and  irregular 
at  its  lower  temporal  margin ;  and  there  was  moderate  circum- 
corneal  injection.  Because  of  pain  the  patient  had  obtained 
very  little  sleep.  Repeated  trials  with  a  500-volt  magnet  gave 
negative  results.     Immediately  following   this,   many  careful 
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trials  ill  every  position  were  maile  with  the  sideroseope,  also 
with  negative  results. 

The  next  day  the  pupil  was  found  to  be  widely  dilated, 
atropine  having  been  used  regularly  at  intervals  of  every  four 
hours;  the  anterior  (•hainl)er  was  deeper  and  clearer:  there 
was  less  circumcorneal  injection  and  no  pain.  Although  these 
conditions  continued,  four  days  later  the  patient  consented 
that  a  radiograph  be  taken.  The  exposure  was  made  directly 
through  the  head,  from  side  to  side,  the  temple  of  the  injured 
eye  having  been  placed  against  the  sensitized  phite.  The  re- 
sult showed  a  foreign  body  within  the  eye  a  little  anterior  to 
the  equator. 

Another  autero-posterior  exposure  was  determined  upon 
for  the  following  day,  it  being  thought  best  that  there  should 
be  a  twenty-four-hour  interval.  In  the  meanwhile  another  trial 
was  made  with  the  sideroscope,  and  it  was  found  that  there  was 
always  marked  deflection  when  the  region  about  the  temporal 
margin  of  the  tendon  of  the  inferior  rectus  muscle  was  ap- 
proached. The  second  radiograph,  with  the  exposure  at  right 
angles  to  the  first,  confirmed  the  result  by  the  sideroscope. 
Another  trial  was  then  made  with  the  large  magnet  with  the 
hope  of  bringing  the  foreign  body  forward  into  the  anterior 
chamber  through  the  already  softened  lens.  The  only 
effect,  however,  was  at  times  a  sUght  "pulling"  sensation  to 
the  patient.  Following  this  the  sideroscope  showed  that  the 
position  of  the  fragment  had  not  been  changed. 

An  incision  about  four  millimetres  in  length  was  made 
through  the  sclera  at  the  temporal  border  of  the  tendon  of  the 
inferior  rectus  muscle  with  the  point  of  a  rather  broad  Graefc 
knife.  Then  l)y  means  of  a  small  Hfty-volt  magnet  armed 
with  a  wedge-shaped  tip,  soinewat  rounded  at  the  edges — 
which  enters  a  wound  readily  and  has  proved  to  be  the  form 
with  the  greatest  power — a  scale  of  metal  O.T)  x  2.r)  x  4  milli- 
metres in  size  was  removed.  The  conjunctival  wound  was 
closed  with  axilurc.  Healing  progressed  favorabh  ;  the  lens 
has  absorbed,   and    with   proper  coriectioii   of  the   icfiaction 

The  explanation  for  the  negative  result  with  \\\v  sidero- 
scope in  the  examination  tirst  made  must  be  that  the  foreign 
bodv  was  iti  a  tirm  cl(»t  of  blood,  or  in  a  nia^s  cd"  exudate,  and 
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beyond  the  field  of  the  magnet.  After  the  lap.se  of  a  few 
days  this  clot  or  exudate  had  become  to  some  extent  absorbed 
and  the  foreign  body  had  been  brought  nearer  the  surface 
and  within  the  Held.  As  this  is  the  second  occurrence  of  this 
kind  that  has  come  under  my  observation,  my  conclusion  is 
that  when  a  Roentcren  rav  ))icture  cannot  be  obtained,  a  single 
examination  with  the  sideroscope,  if  negative,  should  not  be 
relied  upon,  but  that  at  intervals  of  a  few  days  there  should 
be  several  successive  examinations. 
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Sir  Anderson  Critchett,  F.R.C.S.E.,  V.-Pies.,  in  the  Chair. 

Mr.  J.  R.  Lunn  showed  an  elderly  man  with  compression 
in  the  retinal  veins  by  thickened  arteries  in  one  eye,  the 
vessels  in  the  other  eve  showing  also  some  degeneration.  A 
large  area  above  the  macular  region  was  occupied  by  a  hem- 
orrhage. Owing  to  the  serious^  view  of  such  cases  taken  by 
Mr.  Gunn,  he  proposed  to  bleed  the  patient,  while  Mr.  Nettle- 
ship  had  suggested  purging  him  as  well.  Mr.  Gunn  said  that 
although  he  looked  upon  such  cases  as  grave,  yet  that  as  in 
this  case  there  was  no  albuminuria  he  thought  it  rather  a 
favorable  one. 

Dr.  H.  Grimsdale  exhibited  a  man  aged  24,  who  had 
suffered  from  gonorrhceal  ophthalmia  a  year  ago,  resulting  in 
dense  leucoma  in  one  eye.  When  light  was  allowed  to  shine 
on  the  good  eye  the  pupil  contracted,  while  the  other  eye 
rotated  distinctly  upwards;  and  wiien  light  was  withdrawn 
the  reverse  took  place,  the  affected  eye  rotating  downwards. 
This  condition  had  been  previously  noticed  after  head  injuries, 
but  had  not  before  been  described  as  occurring  in  such  a  case 
as  the  present  one. 

Mr.  H.  L.  Easox  showed  a  case  of  what  he  took  to  bo  a 
persistent  hyaloid  artery.  The  right  eye  had  defective  vision 
and  nvstagnms.  The  vessels  were  seen  emerging  from  the 
lower  border  of  the  disc,  one  branch  running  forwards  and 
opening  in  a  funnel-sha|)('(l  ajjcrturc  against  the  ciliary  body 
below  the  iris.  Should  it  bo  considorod  as  an  intlammatoiv 
(•oiidition  or  as  ;i  (lo\ chtptiiciital  coiuniioii,  nanioly.  a  |)«'rsist- 
ont  hyah)id  artery?  Mr.  Treacher  Collins  saw  no  reason  for 
doubting  that  it  was  really  a  persistent  hyaloid  artery,  and 
that,  in  addition,  there  had  l)een  atypical  development  of  the 
vitreous. 
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Mr.  Eason  also  showed  a  patient  with  albuminuric  retin- 
itis, who,  three  years  before,  had  acute  nephritis,  anasarca, 
and  detachment  of  both  retina?.  His  general  condition  had 
greatly  improved  and  the  detachment  in  both  eyes  had 
subsided. 

Mr.  Claud  Worth  showed  a  member  of  a  famih'  in  which 
congenital  dislocation  of  the  lens  was  present  in  five  gener- 
ations. Twenty-four  years  before  Mr.  Stanford  Morton  had 
described  the  family  in  a  paper  in  the  Royal  London  Oph- 
thalmic Hospital  Reports,  and  since  then  two  more  mem- 
bers had  been  born,  both  with  the  same  condition.  The 
Chairman  thought  that  such  a  series  of  cases  was  most  im- 
portant as  bearing  on  the  subject  of  heredity.  Mr.  Nettle- 
ship  thought  that  possibly  a  slight  luxation  of  the  lens  in 
vouns:  children  might  account  for  the  high  degrees  of  my- 
opia  which  w^ere  occasionally  seen  and  which  did  not  get  worse 
as  time  went  on. 

Mr.  a.  H.  Thompson  showed  a  girl,  aged  10,  who  had  a 
congenital  coloboma*of  the  iris  downwards  in  one  eye.  Near 
the  periphery  of  the  fundus  and  well  below  the  macula  was  a 
white  patch  with  indefinite  edges  and  a  band  of  healthy  cho- 
roid crossing  it.  In  view  of  the  condition  of  the  iris  he  took 
it  for  a  coloboma,  otherwise  he  would  have  been  inclined  to 
regard  it  as  a  patch  of  choroidal  atrophy.  The  vision  was 
Yis,  and  the  left  eye  was  normal. 

Mr.  Bishop  Harman  showed  a  child,  aged  5  years,  with 
the  following  abnormalities :  The  anterior  fontanelle  was  not 
closed ;  a  coloboma  of  each  upper  lid ;  a  coloboma  of  the  iris 
and  choroid  on  one  side;  two  dermoids  of  the  globe  on  the 
right  side;  very  tortuous  retinal  vessels  ;  an  imperfect  mouth; 
a  depression  over  the  sacrum  representing  the  tail  (fovea 
sacralis);  two  ears  on  the  right  side  and  four  on  the  left. 
The  child  was  unable  to  walk  or  say  more  than  a  few  words. 
]Mr.  a.  H.  Bennett  showed  a  girl,  aged  9  years,  who 
when  first  seen  in  October,  1903,  had  keratitis  punctata  in 
the  right  eye ;  she  was  not  again  seen  until  she  attended  as  an 
out-patient  under  the  care  of  Mr.  Claud  Worth  at  the  West 
Ham  Hospital  on  February  IHth  last.  The  right  eye  had 
been  red  for  a  month,  and  the  sight  had  failed  without  pain. 
AVith  this  eye  she  could  only  see  hand  movements:  the  vision 
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of  the  left  was  Y;,.  The  risfht  eye  was  iuHained  with  tjross 
oily-looking  patches  of  keratitis  punctata.  The  iris  was  yel- 
lowish and  the  pupil  was  clouded.  There  were  live  tubercu- 
lous-looking masses  orrowinjj  near  the  angle  of  the  anterior 
chamber,  varying  from  the  size  of  a  shriveled  barley-corn  to 
that  of  a  No.  6  shot.  These  appeared  to  be  fluffy  as  though 
covered  with  exudation.  The  eyeball  was  not  tender  and 
there  was  no  fundus  reflex.  The  left  eye  was  normal  except 
for  slight  ciliary  redness.  Atropine  was  applied  and  hyd.  c. 
creta  and  syr.  ferri  phosph.  co.  were  given  internally.  Two 
weeks  later  the  exudate  had  mostly  disappeared,  and  small 
bloodvessels  were  seen  on  the  surfaces  of  the  growths.  The 
left  eye  now  showed  typical  pyramidal  keratitis  punctata;  the 
vision  remained  the  same;  the  lungs  were  healthy,  but  the 
cervical  glands  were  eidarged.  The  family  history  disclosed 
nothing  either  speciHc  or  tuberculous. 

Mr.  R.  Marcus  Ginn  showed  a  drawing  of  an  eye  with 
nial-development  of  the  suspensory  ligament.  The  patient 
comi)lained  of  symptoms  suggestive  of  a -refractive  error,  but 
after  the  use  of  atropine  the  upper  edge  of  the  lens,  instead 
of  being  convex,  was  rough!}'  speaking  horizontal.  At  two 
or  three  places  some  fibres  of  the  suspensory  ligament  came 
down  and  were  attached  to  it,  thus  giving  rise  U)  elevations 
along  this  edge;  there  was  also  a  coloboma  of  the  lens  down- 
wards. 


DISCUSSION  ON  (tLAUCOMA. 
WILLS  HOSPITAL  OPHTHALMIC  SOCIETY. 

A  Slated  Mecfiii;/,  March  14th,   190  4. 

The  Chairman,  Dn.  William  Zentmayek.  aiiuoimccd  that 
there  would  be  an  informal  discussion  upon  glaucoma. 

Dr.  Frank  Fisiikr,  in  order  to  open  the  subject,  cited 
the  histories  of  two  (liametrically  opposed  tvpcs  of  such  cases 
whi<'li  had  recently  come  under  his  observation.  He  desired 
to  know  und<'r  what  conditions  an  iridectomy  should  l)e  per- 
formed :  when  should  enu<leation  of  a  ghmcomatous  blind 
eye  l»e  done  ;  and  if  ciuiclcation  Itc  done,  what  effect  would 
the  proceduie  have  upon  the   ICIlow    e\c.       lie    wm>   uncertain 
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as  to  the  character  of  the  visual  fields  serving  as  a  guide  to 
the  value  of  an  iridectomy,  they  being  so  unstable  and  uncer- 
tain. His  expei'ience  had  led  him  to  ignore  the  usefulness  of 
the  degree  or  the  grade  of  visual  acuity  as  offering  itself  as 
a  therapeutic  guide.  In  some  eves  which  had  become  blinded 
from  ghiucoma  processes,  he  had  found  that  eserine  failed  to 
produce  pupillary  contraction.  He  had  been  interested  in 
studying  a  series  of  cases  of  glaucoma,  in  which  there  had 
not  been  any  consanguineous  marriages.  He  gave  the  de- 
tailed history  of  one  such  family,  and  had  more  or  less  knowl- 
edge of  some  others.  He  inquired  what  had  been  the  exper- 
ience of  members  of  the  society  in  regard  to  the  ophthalmo- 
scopic appearances  of  the  eye  ground  and  media  after  the 
performance  of  posterior  sclerotomy.  He  asked  this  question 
as  he  had  seen  two  cases  in  which  he  could  locate  the  position 
of  the  internal  traumatism  by  a  localized  rupture  of  the 
choroid.  He  would  like  to  know  the  most  tenable  theory 
for  the  more  or  less  reduction  of  intraocular  tension  in  cases 
in  which  posterior  sclerotomy  had  been  done.  He  asked  the 
question  whether  the  vitreous  elements  were  reformed  or  not. 
He  would  like  to  know  if  any  members  of  the  society  had, 
like  himself,  seen  recession  of  optic  nerve  head  cupping  after 
successful  iridectomy. 

The  Cjiaikmax  stated  that  he  enucleated  the  offending 
eye  in  absolute  glaucoma,  with  a  possible  previous  attempt  at 
iridectomy.  He  performed  an  iridectomy  if  possible,  in  acute 
inflammatory  glaucoma.  His  studies  with  the  visual  fields  in 
chronic  glaucoma  had  taught  him  that  the  character  of  de- 
creases and  the  peculiarities  of  lessened  areas  were  not  in  any 
way  characteristic  or  typical. 

Dr.  Conrad  Berens  believed  that  enucleation  tended  to- 
wards the  conservation  of  the  energies  of  the  other  eye,  his 
experience  being  that  vision  and  intraocular  tension  of  the 
remaining  eye  are  preserved  for  much  longer  periods  of  time. 
His  experience  had  taught  him  that  the  earlier  an  enucle- 
ation is  done — particularly  in  a  painful  eye — the  safer  it  is 
for  the  other  one.  If  possible,  he  preferred  an  early  iridec- 
tomy in  all  appropriate  cases.  In  some  cases  of  systemic 
type  he  eschewed  all  forms  of  operative  procedure  and  pre- 
ferred to  wait  for  some  acute  condition  necessitating  radical 
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measures,  watchino;  and  guarding  over  the  general  system 
and  directing  his  main  therapy  towards  the  general  dyscrasia 
at  hand.  He  had  found  good  results  from  the  ingestion  of 
large  doses  of  iodide  of  potassium  in  association  with  the 
sahcA'lates.  He  had  found  that  the  more  he  had  to  deal  with 
the  condition,  the  more  he  depended  upon  remedial  measures, 
reserving  as  a  rule  operative  interference  for  cases  of  the  ful- 
minating type.  He  had  observed  the  effects  of  climate  upon 
such  cases,  and  spoke  of  the  effects  of  psychological  processes 
upon  the  condition  of  the  patient.  He  mentioned  his  ex- 
jieriences  with  the  results  he  had  obtained  in  some  of  his 
chronic  cases  by  the  employment  of  varying  strengths  of 
synoidal  currents. 

Dr.  McCluney  Radcliffe  showed  a  case  under  his  care 
in  the  hospital  in  which  by  enucleation  of  the  blind  eye.  in 
combination  with  appropriate  local  and  general  treatment,  the 
ordinarily  seen  progressive  and  disastrous  symptoms,  he  felt 
sure,  were  rapidly  and  painlessly  disappearing  in  the  fellow 
eye. 

Dk.  Charles  A.  Oliver  said  that  no  fast  and  hard  law 
could  be  laid  down  in  any  j)articular  case ;  each  one,  and  even 
the  same  case  at  different  times,  demanding  what  might  be 
aptly  termed  "symptomatic  treatment."  After  a  large  ex- 
perience with  various  operative  measures,  in  association  with 
carefully  graded  local  and  general  therapy,  and  above  all, 
hygiene  with  well  regulated,  cheerful  surroundings,  and  early 
treatment  directed  towards  the  removal  of  any  possible 
offending  dyscrasia,  he  had  in  many  cases  ceased  to  bo  dis- 
turbed as  to  the  probability  of  ultimate  failure;  in  other 
words,  he  nuide  it  an  unalterable  rule  to  exercise  constant 
vigilance  against  the  general  and  special  inroads  of  any  caus- 
ative factor  with  the  prompt  removal  of  the  disturbing  lot-al 
conditions  in  the  easiest  and  most  c()mfortal)le  way  i>()ssiblo 
in  CMi-li  case.  Wheiicvcr  possible,  he  enucleated  an  eye  which 
had  become  l)liM(l('d  from  glaucoma,  as  he  had  learned  from 
experience  that  it  was  the  safest  and  tin*  most  certain  (tf  all 
of  the  radical  procedures,  in  certain  types  of  cases,  for  the 
fellow  eye;  in  i:u'\,  he  was  certain  that  it  undoubtedly  s«>enH'd 
to  have  a  bencHcial  iiiHuence  npon  the  fellow  organ,  whelher 
it  was  injured  or  not .      'I'he    <|Ue«-lion   of   the   perforinaiiee   (»f 
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an  iridectomy  he  reserved  to  cases  in  all  stages,  more  partic- 
ularly the  incipient  and  practically  unadvanced  ones  in  wich  he 
felt  that  there  was  either  a  present  necessity  or  an  advantage 
in  the  future  to  be  gained  by  opening  as  much  as  possible  of 
an  imperfectly  acting  filtration  angle.  In  some  cases  of  coarse 
severity,  he  repeated  the  iridectomy  and  even  had  successfully 
and  usefully  removed  the  crystalline  lens.  He  uniformly 
reserved  his  operative  procedures  to  the  individual  organ  in 
(piestion.  He  spoke  of  having  seen  some  cases  in  the  hands 
of  some  of  his  colleagues  apparently  do  well  b}'  the  employ- 
ment of  cyclotomy,  and  believed  that  the  measure,  if  not  too 
disturbing  in  its  immediate  traumatism,  possibly  did  good  by 
destruction  of  some  of  the  lymph-making  glands.  He  asserted 
his  disbelief  in  a  proper  regeneration  of  the  vitreal  elements, 
believing  the  vitreous  to  be  like  the  crystalline  lens,  an  or- 
ganized body,  which  once  removed  or  destroyed  was  replaced 
with  ordinary  lymph;  in  consequence,  he  doubted  the  effi- 
cacy of  all  procedures  in  which  loss  of  the  vitreous  body 
constitued  a  part.  He  denounced  the  term  "liquid"  or  "fluid 
vitreous,"  and  said  that  the  replacement  of  the  vitreous 
humor  by  ordinary  lymph  in  which  there  were  loose  vitreal 
elements  with  uveal  debris,  merely  tended  to  provoke  gland- 
ular action  with  consequent  increase  of  the  intraocular  fluids. 
He  spoke  of  the  classical  experiments  of  Uribe  Troncoso 
upon  the  effects  of  altitude  upon  the  density  of  the  intraocular 
fluids,  as  well  as  the  morphological  conditions  of  the  fluids 
themselves.  As  one  of  the  results  of  a  return  of  intraocular 
pressure  to  normal,  he  had  more  than  once  seen  temporary 
lessening  and  even  disappearance  of  shallow  pathological 
cuppings  in  the  optic  nerve  head,  particularly  in  the  tempor- 
ally placed  flner  fibres. 

Dr.  S.  Lewis  Zieolek  spoke  of  the  advantages  and  the 
good  results  he  had  personally  obtained  in  certain  varieties  of 
cases  by  the  performance  of  posterior  sclerotomy.  He  made 
the  procedure  by  a  quick  })lunge  with  a  von  Graefe  knife 
with  its  back  directed  towards  the  ciliary  body  some  (>  or  8 
millimetres  back  of  the  ciliary  region,  between  the  muscular 
attachments  and  parallel  with  the  radiating  vessels.  He 
rotated  the  knife  at  right  angles  to  the  first  incision,  allowed 
a  few  beads  of  vitreous  to  escape,   and   withdrew  the   instru- 
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nient,  thus  making  a  T  incision.  He  had  found  that  there 
is  immediate  hypotension,  and  there  is  never  any  reaction. 
His  experiences  had  coincided  closely  with  those  given  by 
Dr.  Oliver.  In  the  blind  eyes  of  some  such  types  he  had  had 
useful  recourse  to  optico-ciliary  neurotomy,  having,  he  re- 
i7ieuibers  in  more  than  one  instance,  kept  a  functionless  eye- 
ball intact  and  free  from  pain  and  harmful  influences  for  a 
period  of  nine  years.  He  mentioned  several  interesting 
examples  of  the  various  conditions,  showing  the  multiplicity 
and  variability  of  the  symptom-complex  in  cases  which  had 
come  under  his  immediate  observation,  distinctly  proving  the 
efficacy  of  certain  procedures  in  some  cases  and  the  ineffi- 
ciencies of  many  authoritative  measures  that  had  been  strictly 
applied,  in  others.  The  more  extended  his  experience  had 
become  in  such  an  enormous  mass  of  material  as  was  almost 
daily  given  him  in  such  a  large  service  as  in  the  out- 
patient department  of  the  hospital,  the  broader  and  more 
conservative  had  become  his  views  in  regard  to  therai)eutic 
measures.  Ho  was  daily  waiting  for  opportunity,  and  was 
more  than  willing  to  apply  any  plan  of  therapy  which  oifered 
in  the  least  a  greater  chance  for  the  patient's  welfare.  Upon 
being  asked  whether  he  would  do  an  iridectomy  at  the  time 
of  the  appearance  of  the  earlier  signs  and  symptoms  of  the 
disease,  he  answered  that  he  would  in  appropriate  cases.  He 
had  never  had  any  bad  intraocular  complications  of  intlam- 
Miatory  type  to  arise  after  the  performance  of  posterior 
sclerotomy.  In  a  number  of  painful  cases  in  which  immedi- 
ate operative  procedure  could  not  be  done,  he  had  most  use- 
ful recourse  to  a  formula  containing  liyoscinc  hydrobromide, 
morpliiiic.  stiychninc  and  pilocarpine:  a  combination  which 
not  only  subdued  j)ain,  but  which  both  stimulated  and  con- 
trolled lymph  circulation.  In  support  of  his  claim  for  the 
value  of  these  therapeutic  agents,  he  cited  three  most  inter- 
esting contirmative  cases  which  he  had  seen  at  the  hospital 
several  years  previously.  .  In  the  use  of  electricity  he  had  had 
<'onsi(|«  r;ible  experience,  tinding  a  most  curious  jiaradoxical 
ri'sult  that  pain  and  tension  are  reduced  when  the  negative 
(^lc<trode  is  applied  to  the  eyel)all.  In  his  hands,  pneumo-^ 
massage  had  given  l)ut  moderate  effects  in  some  cases  of 
clironir  L'lancoMiM. 


ABSTRACTS  FEOM  MEDICAL  LITERATURE. 


By  W.  a.  shoemaker.  M.D. 
st.  louis.  mo. 

THE  OCULAR  COMPLICATIONS  OF  BRIGHT'S  DISEASE. 

L.  Strickler,  {Journal  Am.  Med.  Ass..  Feb.  20)  after 
discussing  the  subject  and  giving  the  histories  of  several  cases 
ilkistrated  with  diagrams  of  the  retinal  findings,  draws  the 
foUowinir  ijeiieral  conclusions: 

(1)  There  are  no  ocular  complications  of  Bright's  dis- 
ease from  which,  independently,  a  positive  diagnosis  of 
Bright" s  disease  can  be  made.  They  should  direct  our  atten- 
tion to  the  probability  of  Bright 's  disease  and  lead  to  sys- 
temic examination. 

(2)  The  prevalent  idea  that  one  nmst  find  the  character- 
istic picture  of  Bright "s  disease  with  hemorrhages  and  areas 
of  degeneration  and  white  splashes  in  the  region  of  the  ma- 
cula, is  a  mistaken  one,  since  one  may  meet  with  any  of  the 
numy  manifestations  of  vascular  or  retinal  inflammation  due 
to  the  action  of  toxin.s. 

(3)  Only  a  small  percentage  of  the  cases  of  Bright's 
disease  develops  ocular  complications,  but  if  larger  numbers 
of  cases  were  systematically  examined  it  is  more  than  prob- 
able that  a  nmch  larger  percentage  would  be  found  to  have 
ocular  lesions,  which  have  not  caused  functional  disturbances, 
and  consequently  have  been  overlooked. 

(4)  All  the  ocular  complications  of  the  disease  are  the 
result  of  altered  nutrition,  or  toxiemia ;  in  other  words,  a 
chronic  ur»mia. 

(5)  Diseases  of  the  ej'e  coming  on  in  the  course  of 
Bright's  disease  are  of  the  most  serious  prognostic  import, 
and  indicate  an  early  dissolution  of  the  patient. 

(6)  In  the  acute  form  conditions  are  of  a  more  hopeful 
character,  though  a  prolonged  siege,  with  inability  to  stay 
ocular  disease,  cannot  fail  to  leave  the  patient,  though  he  re- 

'cover,  with  greatly  impaired  vision. 

(7)  An  estimation  of  the  (piantity  of  urea  made  from  a 
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total  amount  of  the  urine  of  twenty-four  hours,  under  proper 
diet,  is  the  barometer  by  which  we  are  to  be  guided  in  determ 
iningthe  early  or  immediate  fatal  outcome  of  the  case. 

(8)  In  the  Bright's  disease  of  pregnancy,  with  ocular 
involvement,  a  low  urea  quantity  should  be  a  positive  sign  for 
inmiediate  interference,  and  should  justify  artificial  abortion 
both  to  save  the  eyesight  as  well  as  the  life  of  the  mother. 

(9)  In  cases  of  Bright 's  disease  disclosing  choroidal  and 
retinal  changes,  he  has  found  the  urea  quantity  in  the  urine 
below  the  normal;  and  it  seems  more  than  probable  that  the 
urea  or  other  excrementitious  substances  retained  in  the  blood, 
due  to  faulty  kidney  excretion,  acting  as  chemical  irritants  or 
toxins,  are  directly  responsible  for  the  inflammatory  or  de- 
generative changes. 

TllK  DEVELOPMENT  AND   SIGNIFICANCE   OF   THE   VITREOUS. 

Clarence  Loeb  (>S(.  Louis  Medical  lievieiv,  March  12th) 
summarizes  A.  Koelliker's  investigations  and  views  on  the 
vitreous  as  follows : 

A.    VITREOUS. 

The  vitreous  is  chiefly  an  ectodermal  structure,  which, 
however,  during  its  development,  contains  mesodermic  con- 
stituents.    It  is  divisible  into  two  parts. 

I.     Ectodermic  or  Retinal  Vitreous. 

This  vitreous  arises  entirely  from  the  retina,  and  consists 
of  two  parts. 

(1)  The  retinal  vitreous,  in  the  restricted  sense,  or  the 
primitive  vitreous. 

(a)  This  arises  from  the  entire  external  surface  of  the 
external  layer  of  the  primary  optic  vesicle,  and  the  distal  layer 
(tf  the  secondary  optic  vesicle.  It  tills  the  entire  space  be- 
tween the  retina  (i.  e.  the  pars  optica)  and  the  lens,  and  con- 
sists of  j)r()toplasmic  processes  of  numerous  cells  of  the  em- 
bryonal retina  whose  delicate  projections  form  a  dense  mesh- 
work. 

(b)  (iradually  tlu'st-  processes  disa])pear  in  (ho  (lci)tii  of 
the  eye,  but  persist  for  a  long  time  at  the  point  of  transition 
of  the  secondary  vesicle.  \\'1i(m  tliey  have  vanish(Ml,  the 
liMiilans  interna  develops  l»\   llir  fusing  of  the  broadened  en(i> 
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of  the  vitreal  developmental  cells,   and  at  the  same  time  the 
differentiation  of  the  retina  appears. 

(2)     The  Ciliary  or  Permanent  Vitreous. 

(a)  As  the  pars  ceca  or  ciliaries,  retina  developes  its 
cells  give  rise  to  vitreal  fibres.  A  part  of  these  follow  the 
meridional  course  of  the  pars  optica  retinae  and  mix  with  the 
retinal  vitreal  tibrillae,  and  a  part  line  the  fossa  patellaris. 
The  origin  of  these  fibres  begins  exactly  at  the  ora  serrata 
and  ends  where  the  zonula  fibres  commence,  about  1.0  mm. 
in  front  of  the  ora. 

(b)  As  the  eye  grows  older,  the  ciliary  vitreal  fibres  in- 
crease in  number,  and  finally  form  the  mature  vitreous,  whose 
growth,  as  well  as  the  formation  of  the  vitelline  humor,  is 
chiefiy  due  to  the  vessels  of  the  corpus  ciliare. 

(c)  All  retinal  and  ciliary  fibres  are  to  be  regarded  as 
protoplasmic  processes  of  the  supporting,  or  Mueller's,  cells 
of  the  retina.  They  are  comparable  to  the  neuroglial  mesh- 
work  of  the  surface  of  the  central  nervous  system. 

(d)  There  is  no  membrana  hyaloidea.  The  ciliary  vitre- 
ous in  places  shows  denser  layers,  thus  forming  the  lamina 
posterior,  along  the  pars  optica  retinae ;  the  lamina  anterior 
in  the  fossa  patellaris;  and  the  lamina  medialis,  as  the  fining 
of  the  funnel  formed  by  the  arteria  capsularis. 

II.     Mesodermic  Vitreous. 

(a)  This  is  found  in  all  animals,  into  whose  embryonal 
eyes  a  blood  vessel  enters,  and  is  formed  by  the  vessel-tree  of 
the  arteria  hyaloidea  and  by  the  stellate  connective  tissue  cells 
accompanying  it. 

(b)  When  there  is  only  an  arteria  capsularis  present, 
there  is  a  clear  demarcation  between  mesodermal  and  retinal 
vitreous.  When,  however,  there  are  vasa  hyaloidea  propria 
present,  the  vitreous  throughout  consists  of  mixed  mesoder- 
mal and  retinal  elements. 

(c)  Whether  or  not  mesoderm  is  carried  into  the  eye 
during  the  development  of  the  lens,  has  not  entirel}'  been  de- 
termined. It  is  certain,  however,  that  the  external  mesoderm 
is  in  communication  with  the  internal  through  the  isthmus, 
between  the  border  of  the  secondary  optic  vesicle,  and  the 
lens. 

(d)  Inasmuch  as  the  vitreal   and   lenticular  vessels   later 
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disappear,  we  can  no  longer  speak  of  a  mesodermal  vitreous 
in  a  developed  eye.  The  mature  vitreous  is  to  be  regarded 
as  essentially  of  ectodermal,  i.  e.  retinal  formation. 

III.     A  lenticular  vitreous  (v.  Lenhossek)  does  not  exist. 

H.   ZOM  LA. 

(a)  The  zonula  tibres  develops  identically  like  the  fibres 
of  the  vitreous,  viz.,  as  protoplasmic  processes  of  the  cells  of 
the  pars  ciliaris  retinae. 

(b)  There  is  no  sharp  dividing  line  between  zonular 
tibres  and  ciliary  vitreal  fibres.  They  mix  at  the  place  of 
transition,  and  some  zonular  fibres  run  into  the  vitreous. 

( c )  Therefore,  zonular  and  vitreal  fibres  are  of  similar 
origin,  although  the  fibres  of  the  two  differ  from  one  another 
in  chemical  composition. 

THE  RETINAL  SYMPTOMS  OF  VASCULAR  DEGENERATION. 

L.  A.  W.  Alleman  {Aiueriran  Medicine,  Feb.  20th)  be- 
lieves that  it  is  but  reasonable  that  if  functional  alterations 
precede  organic  changes  in  the  circulatory  system, 
they  should  be  discoverable  in  the  eye,  where  alone  in  the 
economy  it  is  possible  to  inspect  a  vessel  without  interfering 
with  its  function.  The  physical  condition  which  gives  rise  to 
the  first  evidence  of  disturbed  nutrition,  visible  in  the  fundus 
oculi,  is  a  high  peri|)heral  tension  dependent  upon  or  associ- 
ated with  improper  (elimination.  There  are  no  constant  gen- 
eral symptoms  characteristic  of  slight  nutritive  disturl)ances. 
In  many  cases  the  patients  believe  themselves  to  bo  in  the 
best  of  health.  But  there  is  usually  a  history  of  overwork  or 
worry  at  a  time  shortly  preceding  the  examination,  or  of  in- 
temperance in  food,  over-stimulation,  or  a  neglect  of  reasonable 
|)hysical  exercise.  The  writer  considers  f(»ur  groups  of  cases: 
In  the  first  group  no  organic  lesion  is  discoveral)le  with 
the  ophthalmoscope.  The  im})ortant  finding  is  a  tortiu)sity 
of  the  smullcr  retinal  vessels  and  of  their  terminal  t\vig>.  In 
the  second  group  of  cases,  a  similar  condition  of  the  fundus 
is  found,  but  in  addition  more  or  less  bending  of  the  vessels 
at  the  crossings  is  present ,  In  many  cases  a  change  in  the 
calibei-  of"  1  1m'  ret inal  vessels  is  observable.  Another  ri'tinal 
svuijiloiii  is  a  inomeiitarN   de<  rea-e  in  the    tdicc'  of   the  retiiiiil 
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circulation.  In  the  third  group  of  cases,  some  evidence  of 
organic  change  in  the  vascular  walls  can  be  made  out.  In  the 
fourth  class,  the  cases  presenting  advanced  vascular  disease 
are  included.  The  one  constant  abnormality  which  the  writer 
has  always  found  in  association  with  the  retinal  symptoms 
which  he  has  considered,  is  some  disturbance  in  the  elimina- 
tion. In  a  large  majority  of  cases  this  is  evidenced  on  urin- 
ary examination  by  a  dinainution  in  the  elimination  of  urea. 
— ^[ed.  Record,  Feb.  27. 

A    CASE   OF    CHOROIDAL    INFLAMMATION    WITH    PERMANENT 

LOSS  OF  VISION.  CAUSED  BY  EXCESSIVE  USE  OF  THE  EYES 

DURING  A  COMPARATIVELY  SHORT  PERIOD  OF  TIME. 

D.  B.  St.  John  Roosa  ( Medical  Record,  Feb.  20)  records 
a  case  in  which  a  phvsician  read  rather  small  type  almost 
continuously  for  about  ten  hours.  The  following  day  he  no- 
ticed that  his  vision,  which  previously  had  always  been  good, 
seemed  blurred-  Six  weeks  later  he  consulted  the  author, 
when  it  was  found  that  his  vision  with  right  eye  was  -^/-m  and 
the  vitreous  so  hazy  that  no  good  view  of  the  fundus  could 
be  obtained.  Vision  with  left  eye  was  '^^/2o-  Treatment  was 
prescribed,  but  the  case  was  not  seen  again  until  tifteen 
mouths  later.  Then  the  vitreous  had  cleared  up  and  several 
spots  of  choroidal  atrophy  were  found  in  the  right  eye. 
Vision  with  right  eye  was  still  '-"/;^o,  and  with  left  eye  -"  -lo- 
Six  years  later  the  patient  came  for  reading  glasses.  At  this 
time  the  same  choroidal  changes  were  found  in  the  right  eye, 
and  the  vision  was  still  -"  ho-  The  left  fundus  oculi  appeared 
normal  and  the  vision  in  the  left  eye  at  this  time  was  -'•  i.-,. 

HAEMORRHAGE  IN  THE  RETINA  IN  PERNICIOUS  ANAEMIAS. 

Tchemolossoff  ( Rousski/  VratcJi,  Nov.  2i^,  1903)  discusses 
a  case  of  ankylostomiasis,  with  its  pernicious  anwmia, 
in  which  there  were  haemorrhages  into  the  retina.  Such  cases 
are  rare,  although  htemorrhages  of  this  kind  have  been 
described  as  occurring  in  the  essential  form  of  progressive 
pernicious  antemia.  He  thinks  that  such  ha?morrhages  con- 
stitute a  constant  symptom  in  severe  forms  of  anaemia  due  to 
ankylostoma,  though  the  patients  may  not  complain  of  their 
eyes.  They  appeared  in  this  case  in  the  form  of  round 
spots,  bands  and  semilunar  marks,   and  are  chiefly  found  in 
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the  posterior  pole  of  the  eye.  Their  presence  intiueuce  tlie 
prognosis.  They  take  phice  by  diapedesis,  are  absorbed 
without  leaving  any  traces,  and  do  not  give  rise  to  any  inflam- 
matory symptoms.  They  occur  cheifly  in  the  layer  of  nerve 
til)res,  but  may  penetrate  to  the  outer  layers  of  the  retina, 
even  to  the  external  limiting  membrane.  The  changes  in 
the  smaller  vessels  of  the  retina  in  these  cases  consist  in 
sweUing  of  the  nuclei  of  the  endothelial  cells.  The  htemor- 
rhages  resembles  in  every  particular  those  met  with  in  the 
essential  pernicious  anaemias.  The  diagnosis  is  made  chiefly 
from  the  appearance  of  the  patient,  the  presence  of  ankylos- 
toma  in  the  faeces,  and  the  absence  of  any  disease,  such  as 
purpura  hfemorrhagica. 

TREATMENT  OF  GONORRH(i«:AL  OPHTHALMIA. 

G.  Hirsch  (MUnchener  Med.  Woclienschvift)  reports  the 
prompt  cure  of  a  case  of  gonorrhoea!  ophthalmia,  by  the  sub- 
conjunctival injection  of  a  1-500  solution  or  hydrargyrum 
oxycyanate  to  which  a  little  acoin  had  been  added.  The 
injections  caused  considerable  irritative  reaction.  The  first 
arrested  the  progress  of  the  disease;  three  days  later  another 
was  given  which  completed  the  cure. 

PERIODIC  OPHTHALMOPLEGIC  HEMICRANIA. 

Carlo  Molon  (  Gazzetta  Degli  Ospedali  e  Delia  Cliniche, 
Dec.  27,  1903)  describes  a  case  of  this  rare  disease,  which 
was  defined  by  Charcot  as  a  paralysis  of  one  of  the  oculo- 
motor nerves  accompanied  by  hemicrania  which  tends  to  occur 
in  repeated  attacks.  The  origin  of  this  syndrome  is  not  defi- 
nitely known.  Charcot  considered  it  of  functional  origin, 
while  others  have  asserted  that  it  is  connected  with  a  central 
lesion  in  the  nucleus  of  the  (•culoMiotor.  and  still  others  main- 
tain that  it  is  due  to  a  peripheral  cliauge  in  this  nerve.  The 
l>ati(Mit  in  the  present  case  was  ;i  man.  aged  thirty-seven  years, 
wild  foi-  six  years  li;id  been  MitlVring  fmm  periodical  attacks 
of  hemicratiia  on  tlic  left  side  occurring  irregularly  about 
every  two  months.  At  first  these  attacks  were  simple  mi- 
graines, usually  associat«'(l  with  dietetic  disturbaiu-es  ;ind  i)rc- 
ceded  by  nausea,  vomiting,  etc.  Later,  the  patient  foiiml 
that  the  left  eve  could  not    l>c    lifted    diirinL:    the   attacks,  and 
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on  examination  the  left  pupil  was  found  to  be  wider  than  the 
right,  the  eye  rotated  externalh,  and  there  was  a  certain 
amount  of  exophthalmos,  as  well  as  crossed  diplopia.  These 
paralytic  symptoms  were  at  first  transitory,  but  in  the  course 
of  time  became  permanent.  Ophthalmoscopic  examination 
showed,  during  the  attacks,  hyperjemia  and  hemorrhages  in 
the  left  retina.  The  author  is  inclined  to  believe  that  the 
condition  is  a  purely  functional  one  and  due  to  circulatory 
disturbances  in  the  oculomotor  system. — ISf.  Y.Med.,  Feb. 20. 

THE  MODERN  TREATMENT  OF  DACRYOCYSTITIS. 

Alfred  Wiener  {Medical  Record,  April  2)  divides  cases 
of  dacryocystitis  into  three  groups:  (1)  Those  that  can 
be  cured  by  massage  and  syringing.  (2)  Those  in  which 
there  is  an  organic  stricture,  but  which  may  be  cured  by  re- 
moving the  anterior  end  of  the  inferior  turbinate  and  laying- 
bare  the  membranous  canal  of  the  nasal  duct.  (3)  The  cases 
that  will  not  yeild  to  either  of  the  treatments  just  described. 
These  last  cases  call  for  extirpation.  The  indications  for  this 
operation  are :  (1)  The  fistula  of  the  lacrimal  sac  after  long 
continued  suppuration  (acute  cases  excepted).  (2)  In 
chronic  blennorrhcea  of  the  sac,  with  or  without  ectasia.  (3) 
In  chronic  catarrh  of  the  sac  with  an  organic  stricture.  (4) 
In  chronic  blennorrhoea  when  disease  of  the  bone  with  caries 
is  present.  (5)  In  relatively  fresh  cases  of  blennorrhoea, 
under  the  following  conditions :  (a)  In  ulcus  serpens  when 
the  healing  is  very  much  favored  by  an  immediate  extirpation 
of  the  sac;  (6)  when  an  operation  for  cataract  or  glaucoma 
is  contemplated;  (c)  in  fresh  injuries  of  the  cornea.  (6) 
Tuberculosis  of  the  sac.  A  typical  method  for  performing 
extirpation  is  discribed  in  detail. 

NON-OPERATrV^E  RELIEF  OF    EYESTRAIN   FOR  THE  POSSIBLE 

CURE  OF  EPILEPSY.  AS  TESTED  IN  68  CASES  AT 

THE  CRAIG  COLON-Y. 

William  H.  Spratling,  {American  Medicine,  April  9) 
the  medical  superintendent  at  the  Craig  Colony  of  Epileptics, 
gives  in  detail  the  results  which  followed  the  attempts  made 
by  Gould  and  Bennett  to  cure  Qti  epileptics  by  fitting  them 
with  proper  glasses.      He  says: 

"Personally,  I  deeply  regret  that  the  experiment  so  care- 
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fully  and  scientifically  made  by  Dr.  Gould  and  Dr.  Bennett 
did  not  yield  better  results.  At  the  same  time,  it  strengthened 
my  convictions  that  epilepsy  is  not  a  'single  prescription 
disease,'  so  to  speak — that  the  correction  of  the  abnormalities 
of  the  eye  alone  is  not  any  more  likely  to  cure  it  than  are 
sursfical  measures  directed  against  the  brain,  from  which  so 
much  was  at  one  time  hoped  for,  but  from  which  we  now 
expect  so  little."  Gould  in  an  addendum  to  Spratling's  pa- 
per gives  his  views  of  the  experiment  as  follows:  "Two  mis- 
takes were  made  in  conducting  the  experiment:  1.  Young 
patients,  and  those  only  with  less  injured  nervous  systems, 
>h()uld  have  been  chosen.  2.  Resident  or  frequently  visiting 
(opticians  and  oculists  should  have  been  insured  to  make  the 
retestings,  readjustments,  etc.,  most  necessary.  Despite 
these  faults,  together  with  incomplete  statistics,  etc.,  19  out 
of  57  patients,  for  the  only  comparable  terms  given  of  three 
months,  showed  a  reduction  of  the  number  of  seizures  of  382 
(44  per  cent.),  and  1  in  57  was  cured  against  1  in  81  by  all 
other  methods  of  treatment  that  have  been  tried  at  the  Col- 
ony. From  the  results  of  the  experiment  at  Craig  Colony  I 
judge  that  the  permanent  residence  at  such  institutions  of  an 
expert  ophthalmologist  would  result  in  great  monetary  saving 
on  the  part  of  the  State.  Spectacles  would  certainly  lessen 
the  special  disease,  and  the  number  of  sei/Aires.  Even  if  they 
would  not  do  so  they  would  tremendously  lessen  headache, 
digestive  troubles,  etc.  For  mere  humanity's  sake  they 
should  be  ordered.  The  habit  of  depreciation  and  ignoring 
the  eyestrain  factor  is  l)oth  cruel  and  unscientific." 

KVKSTHAIN   COXSIDERED    AS    A    FACTOR    IX    l'H<  )I)UCT[OX  OF 

LATERAL  CURVATURE  OF  SPIXE.     (TRELLMIXARY 

COMMl'NIC.\TIOX). 

Henry  W.  Kill)urn  (  liosUm  Medical  and  Surgical  Jour- 
iKtl,  March  24)  has  observed  a  number  of  cases  in  which  he 
believes  that  eyestrain  played  an  important  part  in  bringing 
about  lateral  curvature  of  the  spine.  Three  such  cases  are 
reported  in  detail,  lie  l»elieves  that  the  relationship  between 
eyestrain  and  latci;il  (  iiivat ure  is  a  subject  that  deserves  care- 
ful investiirat  ion. 
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There  is  much  disappointment  on  opening  this  very  at- 
tractive looking  volume  to  see  at  the  beginning  an  assertion 
so  inaccurate  as  that  the  sun  is  the  "source  of  all  light."  A 
few  pages  further  on  in  the  book  we  read:  "The  velocity  of 
the  red  rays  is  the  greatest ;  therefore  they  are  retarded  the 
least  in  passing  through  the  dioptric  medium,"  etc.  The 
conclusion  here  expressed  could  not  be  logically  deduced 
even  if  the  premise  were  established,  which  is  not,  for  it  is 
the  belief  of  physicists  that  all  light  would  travel  with  the 
same  velocity  except  when  retarded  by  some  dense  substance. 
These  are  a  few  instances  among  many  of  a  class  of  inaccur- 
acies found  throughout  the  book,  which,  though  perhaps  not 
of  very  serious  import,  indicate  a  lac'k  of  proper  care  in  the 
pre})aration  of  the  work. 

But  there  is  one  error  which,  in  justice  to  the  students 
Avho  will  look  to  this  book  for  guidance,  ought  not  to  pass 
without  criticism.  This  occurs  in  the  discussion  of  cylin- 
drical refraction,  the  description  of  which  is  given  on  pages 
41  to  43,  is  entirely  erroneous  and  indicates  an  entire  miscon- 
ception of  the  whole  question.  The  diagram  on  page  43, 
illustrating  the  focus  for  rays  entering  a  cylindrical  lens  in  an 
oblique  meridian,  is  truly  astonishing,  for  every  ophthalmol- 
ogist should  know  that  no  two  homocentric  rays  lying  in  an 
oblique  meridian  of  a  cylindrical  lens  can  ever  be  reunited 
in  a  focus  as  the  result  of  refraction  by  that  lens.  Similarly 
the  diagram  and  descri})tion  of  asymmetrical  refraction  as 
given  on  page  24G  are  erroneous.  The  discussion  of  hyi)er- 
opia,  myopia  and  astigmia  fail  lamentably  in  fullness  for  a 
work  that  claims,  as  this  one  does,  to  be  complete.  The 
ilhistrations  of  the  appearance  of  the  pupil  in  skiascopy  by 
no  means  convey  a  correct  impression  to  one  who  is  unf;i- 
miliar  with  the  i)licnomena  of  that  test. 

In  s[)ite,  however,  of  the  defects  which  have  bci'u  men- 
tioned, the  book  contains  much  valuable  information  com- 
piled from  various  sources,  with  nothing  that  is  claimed  as 
original.  It  covers  nearly  the  same  ground  as  Tscherning's 
I'hvsiologic  Optics,  but  it  does  not  reach  in  merit  that  care- 
fully |)rcpai-c<l  work.  W.  N.  SuTKR. 
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BULLOUS  KERATITIS:   FATTY  DEGENERATION  OF 
BOWMAN'S  MEMBRANE. 

By  ARTHUR  E.  EWING,  M.D., 

ST.  LOUIS,  MO. 

IN  1855,  Albrecht  von  Graefe  described  an  investigation 
which  he  made  of  the  pathological  changes  that  take  place 
in  the  tissues  in  bullous  keratitis.  He  found  that  the  anterior 
wall  of  the  bulla  was  constructed  of  the  epithelial  layer.  Bow- 
man's membrane  and  a  thin  layer  of  corneal  fibers,  the  vesicle 
having  been  formed  between  the  lamella;  of  the  substantia 
propria.  There  were  also  changes  in  the  epithelium,  the  cell 
layers  having  increased  in  number,  large  multi-nuclear 
cells  were  present,  and  in  places  there  were  concentric 
arrangements  of  the  cells  simihir  to  those  which  exist  in 
epithelioma.  Neither  Schweigger,  in  1873,  nor  Saemisch, 
in  1876,  were  able  to  confirm  his  observations  with  regard  to 
the  location  of  the  vesicle,  both  finding  that  the  anterior  wall 
was  an  epithelial  structure,  and  that  the  exudate  was  in  front 
of  Bowman's  membrane. 

In  1878.  Leber  went  very  minutelv  into  the  changes 
which  occur  in  the  cells  and  in  the  intercellular  spaces, 
discovering  cloudiness  of  the  cell  protoplasm,  inability 
of  the  nuclei  to  readily  absorb  stains,  vacuoles  about 
the  nuclei,  irregular,  branching  dilatations  of  the  inter- 
cellular   canals    which  seemed  to  follow  the    nerve  terminals 
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after  they  had  passed  through  Bowman's  membrane,  and 
often  a  non-vascular  fibrous  layer  between  the  epithelium  and 
Bowman's  membrane.  In  1881,  Fuchs  pointed  out  that  the 
cedema  of  the  cornea  in  glaucomatous  eyes  was  more  marked 
in  the  anterior  layers,  as  shown  by  the  spaces  being  wider 
between  the  anterior  than  between  the  posterior  lamellae: 
also  that  the  nerve  channels  which  perforate  Bowman's 
membrane  were  enlarged,  and  often  between  the  epithelial 
layer  and  Bowman's  membrane  a  narrow  structureless  band 
existed,  which  seemed  to  l)e  coagulated  transudate.  From 
these  conditions  he  inferred  that  the  intraocular  pressure 
forced  the  aqueous  through  Descemet's  membrane  into  the 
corneal  layers  and  the  corneal  fluids  by  way  of  the  widened 
nerve  channels  in  Bowman's  membrane  to  the  epithelium, 
thus  separating  the  epithelium  from  its  base  and  producing 
a  vesicle. 

The  investigations  of  Birnbacher  and  Czermak  in  188H, 
led  them  to  believe  that  the  bulla  was  a  trophic  disturb- 
ance resulting  from  diseased  nerves  or  nerve  terminals  in  the 
epithelium  ;  into  this  diseased  and  weakened  area  the  already 
existing  cedema  would  rapidly  force  its  superabundant  fluid. 
In  the  same  year,  also,  Brugger,  from  his  researches, 
advanced  the  opinion  that  the  (fdema  of  the  cornea  caused 
inflaumiation  in  the  epithelium  with  !<uch  rapid  cell  production 
that  the  cells  broke  down  for  lack  of  support.  At  these 
diseased  places  Bowman's  membrane  became  weakened  and 
perforated,  and  through  these  perforations  the  pent-up 
corneal  fluid  had  opportunity  to  pass  and  collect  behind  the 
epithelium.  Hess,  and  also  Nuol,  in  l8S>o,  found  changes  in 
the^epithelium  which  indicated  that  the  o'dcma  caused  irri- 
tation in  the  middle  epithelial  layers  by  lynii)h  stasis  and 
alteration  of  the  cell  nutrition,  and  the  cells  becoming 
liquified  formed  lacuna'.  In  li»03  de  Schwenitz  and  Shum- 
way  described  two  cnses,  in  one  of  whicii  were  changes  in  the 
epithelium,  a  new  nicnibranc  between  the  epithelium  and  Bow- 
man's meml)rane,  and  widened  nerve  canals  in  Bowman's 
membrane:  and  in  the  other  there  were  ej)ithelial  changes 
and  distortion  and  irregularity  in  the  corneal  lamelhr. 

To  the  observations  niach'  by  the  above  investigators  may 
be  added  an  instance  whieii    lias    coiiie    to    notice,   and   which 
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may  aid  in  clearing  up  this  very  obscure  subject.  The 
eye  from  which  the  specimens  were  taken  was  first  seen 
by  Dr.  Green  in  1887,  the  patient  having  discovered 
that  there  was  a  falling  off  in  his  visual  acuteness.  The 
examination  made  at  that  time  showed  the  vision  to  be 
^Y96,  for  which  defect  the  ophthalmoscope  gave  no  ex- 
planation, and  it  could  only  be  accounted  for  by  an 
injury  which  the  eye  had  sustained  in  1881.  Eight  years 
later  the  patient  returned  to  Dr.  Post,  having  suffered  a 
great  deal  of  pain  for  about  three  months.  Vision  was  en- 
tirely gone,  ihe  globe  was  hard,  and  in  the  anterior  chamber 
were  numerous  cholesterin  cr3\sfals.  Enucleation  was  advised, 
but  deferred  by  the  patient,  who  still  hoped  that  the  eye 
might  be  saved.  After  another  seven  months  of  more  or  less 
suffering  he  returned  and  submitted  to  the  operation,  making 
the  statement  that  the  eye  had  been  sore  most  of  the  time  for 
eighteen  months,  and  that  frequently  there  had  been  an  ex- 
cessive watery  discharge.  At  the  time  of  the  enucleation  a 
small  ragged  non-infiltrated  ulcer  of  the  indolent  type,  2.5x3 
millimetres  in  diameter,  had  developed  in  the  epithelium  and 
extended  from  the  center  of  the  cornea  downward.  The  cornea 
otherwise  was  clear,  especially  noticeable  because  of  the  patient 
having  a  blue  iris.  There  was  slight  circumcorneal  injection, 
the  anterior  chamber  was  shallow,  the  iris  a  little  bomb^  and 
somewhat  vascular  and  over  its  surface  were  numerous 
cholesterin  crystals,  pupil  moderately  dilated,  and  lens  semi- 
transparent. 

The  specimen  was  immediately  placed  in  a  five  per  cent, 
formol  solution.  A  few  days  Liter  it  was  frozen  and  bisected 
^'erlically  through  the  ulcer,  and  the  one  half  preserved  in 
glycerine.  The  other  half  was  stained  with  a  one-half  per 
cent,  osmic  acid  solution,  hardened  in  alcohol,  mounted  in 
celloidin,  and  sections  made  from  its  central  portion  over  the 
region  of  the  ulcer.  These  sections  showed  an  atrophied  op- 
tic nerve,  a  disc  deeply  cup[)ed,  and  a  detached  retina,  in  which 
the  fibrous  s^tructure  was  predominant,  there  being  only  traces 
of  the  rods  and  cones,  the  cells  of  the  nuclear  layers  being 
scattered,  and  the  two  layers  often  being  merged  into  a  single 
layer.  Between  the  retina  and  the  choroid  was  an  albumi- 
noid exudate  in  which   were  here  and  there  groups   of  ])lood 
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corpuscles.  The  uveal  tract  was  conspicuously  atrophied, 
and  at  its  periphery  the  iris  was  adherent  to  the  cornea  for  a 
distance  of  from  one  to  one  and  one  half  millimetres.  The  lens 
was  normal  in  the  central  layers,  the  cortical  layers  were  swol- 
len, and  here  and  there  among  them  were  wandering  cells,  and 
in  the  anterior  portion  to  one  side  there  was  a  development 
of  fibrous  tissue  between  the  cortex  and  the  anterior  capsule. 
The  iris  was  boinbe  and  firmly  united  along  its  anterior  surface 
with  a  membranous,  slightly  vascular  net-work,  which  tilled 
the  pupil  and  the  anterior  chamber,  uniting  the  iris,  lens  and 
cornea.  In  its  upper  and  also  in  its  lower  third,  Descemet's 
membrane  was  denuded  of  endothelium  over  extensive  areas, 
while  over  the  pupillary  area  the  cells  had  increased  to  sev- 
eral layers:  the  membrane  itself  was  intact,  though  in  places 
it  was  very  thin  and  intimately  united  with  the  membrane 
that  filled  the  anterior  chamber.  The  posterior  layers  of  the 
cornea  were  about  normal;  among  the  central  and  anterior 
layers  there  were  inter-lamellar  spaces  that  were  wider  than 
normal.  Bowman's  membrane  had  been  destroyed  in  several 
places,  and  filling  each  of  these  perforations,  besides  extend- 
ing variable  distances  between  the  membrane  and  the  epithe- 
lium, was  a  layer  of  thin  fibrous  tissue  of  varying  width  and 
sometimes  vascular,  upon  which  rested  the  basal  cells  of  the 
epithelium.  In  an  area  of  from  three  to  four  millimetres 
near  its  center,  the  membrane  was  undergoing  fatty  degener- 
ation, as  shown  in  the  osmium  stained  sections.  This  degener- 
ation was  not  to  be  detected  in  the  sections  from  the  half 
which  had  been  preserved  in  glycerine  and  stained  with  alum- 
carmine  and  with  hematoxylin.  About  the  corneal  margin 
there  was  a  moderate  accunmlation  of  leucocytes  in  the  con- 
junctival tissues.  The  epithelium  was  continuous  over  the 
surface  of  the  cornea  except  for  a  space  of  about  one  half  of 
a  millimetre  near  its  center  (the  whole  area  of  the  ulcer  was 
divided  into  sections  in  order  to  conHrm  this  point),  but  in 
many  places  it  was  thickened  and  elevated  from  Bowman's 
membrane  in  tin-  nianucr  indicated  in  the  accompanying 
diagrams,  which  have  been  drawn  upon  photographs  taken 
from  the  sections,  and  which  are  here  ]>roducod  as  demon- 
strating different  stages  in  the  course  of  the  disease.  They 
indicate  tli:it  the    l)tillous    keratitis   Mtteiidaiit    upon    M(i\  aiiced 
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glaucoma  is  not  primarily  an  effection  of  the  epithelium,  but 
a  form  of  necrosis  of  the  anterior  limiting  membrane,  in  the 
destruction  of  which  the  epithelium  is  forced  to  take  part. 


^:^ 


^Z:^ 


■<m..^ 


■:^ 


@ 


■'V- 


FiG.  I.    Incipient  vesicle  0.2  mm.  iu  kii_::.. -.:  n.  uilt  ut  cornea;  faityJc 
of  BowTnan's  membrane. 


The  probability  that  this  is  true  is  particularly  well  de- 
picted in  one  of  the  sections  (Fig.  I),  which  shows  an  incipient 
vesicle  in  a  region  of  cornea  not  heretofore  attacked,  as  is  evi- 
denced bv  the  cvlindrical  basal  cells  and  the  otherwise  normal 
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Fig.  II.  Incipient  vesicle  i».ti  mm.  in  length,  in  a  previously  affected  reg-ion : 
partial  fatty  dejreneration  of  Bowman's  membrane.  Located  1  mm.  above  center  of 
cornea. 

epithelium.  Although  of  normal  width,  Bowman's  membrane 
is  rich  in  fatty  vacuoles.  Its  surface  is  partly  bare,  partly 
covered  with  absorbing  and  degenerating  basal  cells  which 
still  clins  to  it       In  two  of  these  cells    there    are    vacuoles 
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surrouiidine:  the  nuclei.  The  next  adioinins;  hner  has  also 
been  involved  in  the  absorption,  and  the  intercellular  spaces 
in  the  middle  layers  immediately  bounding-  the  vesicle  are 
abnormally  widened.  In  another  section  (Fig.  11)  the  con- 
ditions are  similar,  but  this  is  an  incipient  vesicle  in  a  region 
that  has  probably  suffered  from  a  similar  eruption,  as  shown 
by  the  spindle  cells  which  lie  next  to  Bowman's  membrane, 
and  by  the  enveloping  epithelium  being  thickened  and  its 
cells  being  irregularly  arranged.  Bowman's  membrane  is 
undergoing  degeneration  only  in  its  anterior  portion :  this 
and  the  basal  spindle  layer  may  signify  that  it  had  previously 
suffered  at  this  point  and  had  partially  recovered,  but  never 
sufficienth'  for  the  basal  cells  to  assume  their  normal  form. 

The  second  step  in  the  destructive  process  is  illustrated 
at  another  place  in  the  first  section  (Fig.  III).  The  anterior 
limiting  membrane  is  undergoing  fatty  degeneration  and  has 
become  partially  absorbed  in  places,  and  the  degeneration  has 
also  involved  the  adjacent  corneal  fibers.  The  basal  cells  in 
the  epithelium  have  become  entirely  absorbed,  but  sufiicient 
time  has  not  elapsed  for  the  adjoining  cells  to  have  lost  their 
individual  forms  on  the  side  which  bounds  the  vesicle.  With 
the  exception  of  loosened  and  absorbing  epithelial  cells  (Figs. 
I  and  II),  the  contents  of  the  vesicles  are  fluid,  there  being 
no  evidence  of  any  coagulable  material,  other  than  that  the 
floating  cells  remained  separated  from  the  vesicle  wall,  and 
were  found  in  jjosition  fixed  in  the  celloidin. 

A  third  stage,  in  which  the  bulla  has  become  well  estab- 
lished (Fig.  IV),  is  represented  in  an  alumcarmine-heniatox- 
ylin  section  taken  from  the  half  of  the  globe  that  was  pre- 
served in  glycerine.  In  this  stage  destruction  has  ceased,  and 
regeneration  has  begun.  The  epithelium  has  recovered  from 
the  shock,  and  has  fortified  itself  by  increasing  the  numl)er  of 
its  layers,  and  the  layer  forming  the  vesicle  wall  is  no  longer 
indented  as  in  Fig.  Ill,  the  line  of  the  wall  being  regular. 
Bowman's  membrane  is  apparently  intact.  The  drawing, 
however,  being  from  a  section  not  stained  with  osmium,  the 
dejjfeneration  shown  in  the  other  drawings  can  not  l)e  demon- 
strated.  Although  the  contents  of  this  vesicle  were  tluid. 
there  was  probably  some  incii)ient  coagulation  and  consider- 
able nourishment,  as  indicated  by  the  thickening  of  the  epi- 
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tlielium  and  by  the  lack  of  indentation  along  the  outer  wall 
of  the  vesicle. 

Near  the  bulla,  in  the  same  section,  there  is  a  demonstra- 


FiG.  IV.    A  well  established  vesicle  0.5  mm.   ia  length,   located  1.5  mm.  below 
center  of  cornea.  Bowman's  membrane  apparently  intact.  Not  stained  withosmic  acid. 

tion  of  the  fourth  stage  (Fig.  V),  in  which  fibrin,  wandering 
cells  and  spindle  cells  have  appeared  in  the  vesicle,  and  are 
building  a  new  basal  membrane  between  Bowman's  membrane 


Fli..  V.     A  ht-aling  \eM(le    ii.j    mm.   lu    kuKtli.  located   1    nun.  l»i'k)W    center   of 
cornea.    Bowman's  membrane  apparently  intact.    Not  stained  with  osmic  acid. 

and  the  epithelium,  and  this  new  material  carries  with  it 
sufficient  nourishment  for  the  basal  epithelial  cells  to  l)ogin 
re-estal)lishing  themselves  in  their  cylindrical  form.  The 
completion  of  the  rrgeiioration   by   the   appearance  of  blood- 
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vessels  in  the  vesicle  maj  be  seen  in  several  places,  one  of 
which  has  been  selected  from  an  osmium  stained  section 
(Fig.  YI).  The  vesicle  bears  marks  which  show  that  it  has 
passed  through  all  the  above  changes,  viz.  :   the  destruction 


Fig.  VI.  Healing  process  well  established  by  the  addition  of  bloodvessels.  Bow- 
man's membrane  perforated.  Vesicle  0.25  mm.  long,  located  .5  mm.  above  center  of 
cornea. 

of  Bowman's  membrane,  the  elevation  of  the  epithelium,  the 
mflux  of  fibrin  bearing  nourishment,  and  substantial  support 
in  the  form  of  bloodvessels. 

In  many  of  the  sections  the  loosening  of  the  epithelium 
from  the  basal  membrane  and  their  absorption  is  very  evident 
(Figs.  VII  and  YIII),  as  well  as  the  passage  from  the  dis- 


FlG.  VII.    Degenerated  Bowman's  membrane  ;  breaking  down  and  absorption  of 
the  epithelial  basal  cells. 

eased  to  the  healthy  condition  in  the  membrane  itself  (Fig. 
IX).  There  is  no  widening  of  the  nerve  channels  that  per- 
forate the  membrane  except  at  one  point,  in  which  the  mem- 
brane is  a  very  little  thinner,    and  opposite  which  there  is  a 
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small  vesicle  that  contains  a  new  basal  nienil)rane  constructed 
of  spindle  cells.  In  the  anterior  wall  of  the  vesicle,  and  on 
either  side  of  it,  the  intercellular  spaces  are  enlarged.  No 
fatty    degeneration    is    present,    although    it    is    an    osmium 


Fig.  VIII.    Degenerated  Bowman's  membrane;    breaking  down  and  absorption 
of  epithelial  basal  cells. 
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Fig.  IX.    Absorption  of  epithelial  basal  cells  over  the  region  of  fatty  degenera- 
tion in  Bowman's  membrane. 


Fig.  \.  A  |i;iiiially  healed  \.-i.l.  o|  i  ...-ii.'  a  widened  nerve  canal  in  Bowman's 
membrane:  the  membrane  is  thinner  at  tins  point.  Located  4  mm.  above  center  of 
cornea. 

stained  section.  Imt  the  change  in  tlu-  width  of  the  nK'inl)r:im' 
would  indicate  that  the,  dcgciicrat ion  hud  at  some  time 
existed  (Fig.    X  ). 

\N'hile  the  cau.'^e  for   this   form    of   deL^Mieratioii    must    he 
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attributed  to  lack  of  nourishment  due  to  the  crenerally  dis- 
eased condition  of  the  globe,  the  character  of  the  change  and 
its  confinement  to  the  anterior  limiting  membrane  may  explain 
both  the  formation  of  the  vesicle,  and  the  liability  to  frequent 
relapse.  In  the  whole  diseased  area  there  is  no  marked  fatty 
degeneration  of  the  epithelial  cells,  and  only  here  and  there 
in  the  extreme  anterior  layers  of  the  cornea  are  fatty  vacuoles 
to  be  found.  Nowhere  is  there  any  excess  of  leucocytes  or 
wandering  cells,  except  where  the  nourishment  is  already  well 
established  (Figs.  V  and  VI).  Also  the  epithelium  is  intact 
over  all  but  a  very  limited  portion  of  the  region  involved, 
thus  excluding  as  causes  the  degeneration  of  the  epithelium, 
or  its  loss,  and  the  exposure  of  the  membrane.  Further, 
there  was  no  excessive  oedema  of  the  cornea,  notwithstanding 
Descemet's  membrane  was  denuded  of  its  epithelium  in  two 
places. 

The  sections  support  Leber's  original  opinion,  that  the 
vesicle  or  bulla  is  an  excessive  accumulation  of  nourishment 
to  a  diseased  region,  the  accumulated  material,  however,  is 
of  such  poor  quality  that  a  quantity  of  it  is  required  to  be  of 
value.  Its  volume,  also,  is  increased  by  the  liquefaction 
of  the  basal  cells,  and  this  liquefaction  itself  may  be  a  pro- 
cess in  the  regeneration,  the  nourishment  contained  in  the 
basal  cells  being  diverted  to  support  the  outer  epithelial  lay- 
ers until  other  aid  can  be  established.  As  only  the  anterior 
limiting  membrane  seems  primarily  to  have  been  involved,  it 
is  not  unreasonable  to  infer  that  a  similar  condition  may  exist 
in  other  forms  of  indolent  superficial  keratitis,  and  this  may 
explain  the  tardiness  which  accompanies  the  recovery  of  such 
lesions. 
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The  Ophthalmic  Year-Book.     A  digest  of  the  literature  of 
Ophthalmology,  with  index  of  publications  for  the  year 
1903.      By   Edward   Jackson,    A.M.,    M.D.     With   45 
Illustrations.      [The    Herrick  Book  and  Stationary  Co., 
Denver,  Colorado,  1904.]     Price,  $2.00. 
This  year-book  is  a  very  welcome  addition  to  every  oph- 
thalmologist's library.     In  it  the  author-gives  the  main  pub- 
lications  which  during  the  year  have  appeared  in  the  now 
very   numerous   ophthalmic  journals,   arranged  according  to 
subjects.     In  this  manner  anyone  not  able  to  read  all  the 
Journals   from   lack  of  time   or  knowledge    of   the    foreign 
languages,  may  get  the  gist  of  what  has  been  published  con- 
taining new  ideas  or  facts,  as  selected  b}'  one  who  is  as  cap- 
able as  any  one  can  be  to  make  such  selections.     Every  man 
interested    in    progressive    ophthalmology    should    have    this 
book  on  his  shelves.     Print  and  illustrations  are  good. 

Alt. 
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THE  TREATMENT  OF  RHEUMATIC  IRITIS. 

By  ISAIAH  FRANK,  M.D. 

Assistant  in  Oplithalmology,  New  York  Ophthalmic  and  Aural  Institute;    New  York 

Eye  and  Ear  Infirmary:  New  York  Post  Graduate  Hospital:  <).  D.  P.  Bellevue 

Hospital ;  Vanderbilt  Clinic,  New  Y'ork  City,  New  Y"ork. 

RHEUMATIC"  iritis  is  a  term  loosely  applied  to  iritic 
inflammations  occurring  in  patients  who  will  answer 
"yes"  to  the  question:  "Have  you  had  rheumatism?"  Such 
a  classification,  however,  is  of  doubtful  accuracy.  In  the 
following  cases  I  have  been  careful  to  select  only  those  in 
which  acute  attacks  of  rheumatism  have  preceded  the  iritis 
within  such  a  comparatively  short  period  as  to  have  a  direct 
bearing  on  the  iritis ;  and  again  only  those  in  which  severe 
pain  was  a  prominent  feature. 

In  the  treatment  of  rheumatic   manifestations,  both  local 
and  general  remedies  were  prescribed.     In  Case  IV  the  rela- 
tive  value   of  the   two   methods   of  medication  may  be  very 
closely    estimated;   and  Case  VI   affords   an  opportunity  t 
judge  of  the  advance  in  treatment. 

As  already  remarked,  pain  was  the  most  important  symp- 
tom in  all  the  cases,  and  the  success  of  the  treatment  is  di- 
rectly proportionate  to  the  disappearance  of  the  pain.  In  all 
six  the  patient  was  relieved  of  pain  in  a  very  much  shorter 
time  than  was  formerly  possible  when  local  treatment  with  an 
absorbable  salicylic  compound  had  not  as  yet  been  instituted. 

Further  remarks  are  unnecessary,  as  the  histories  of  the 
cases  speak  for  themselves. 

Case  I.  Patrick  C,  aged  45  years,  a  driver,  came  for 
treatment  on  December  1,  1903.  Two  months  previously  he 
was  unable  to  work  for  about  ten  days  owing  to  a  severe 
attack  of  lumbago.  His  left  eye  was  considerably  injected; 
there  was  great  pain  and  much  photophobia,  which  had  been 
the  condition  for  one  week  before  I  saw  him.  The  iris  was 
adherent  to  the  lens  capsule,  but  the  adhesions  were  broken 
down  with  atropin.  Three  leeches  were  applied  to  the  left 
temple;  hot  bathing  and  instillations  of  a  one  per  cent,  solu- 
tion of  atropin  sulphate  given  three  times  daily,  togethsr 
with  15  grains  of  sodium  salicylate.  At  the  end  of  five  daj's 
there  was  no  change  in  the  condition,  and  the  patient  was 
receivmg  hypodermic  injections  of  one-quarter  grain  of  mor- 
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phine  sulphate  twice  daily  because  of  the  great  pain.  At 
this  time  mesotan  was  called  to  my  attention.  This  case  be- 
ing so  typically  a  rheumatic  one,  it  afforded  the  best  possible 
opportunity  to  test  this  new  synthetic  compound.  A  mixture 
of  equal  parts  of  mesotan  and  cotton  seed  oil  was  applied  to 
the  brow,  temple  and  cheek  of  the  left  side,  four  times  dur- 
ing the  day.  The  pain  still  continued  and  hypodermic  injec- 
tions of  morphia  sulphate,  one-quarter  grain,  were  given 
twice  during  the  day,  and  after  the  second  injection  the  pa- 
tient slept  for  five  hours.  The  next  morning  the  pain  had 
diminished  somewhat,  but  the  congestion  was  still  as  marked. 
The  following  day  (the  seventh  of  treatment)  the  application 
of  the  mesotan  mixture  was  continued,  but  no  morphia  was 
administered  and  the  hot  bathing  stopped.  The  pain  gradu- 
ally subsided  and  the  eye  began  to  bleach  until  on  the  twelfth 
day  there  was  no  pain  and  but  slight  peri-corneal  injection. 
Local  treatment,  except  one  per  cent,  solution  of  atropin 
sulphate,  was  discontinued  on  the  fourteenth  day,  and  the 
patient  put  on  aspirin,  ten  grains,  four  times  daily.  Qn  the 
eighteenth  day  of  treatment  the  atropin  was  stopped  and  the 
patient  discharged.  I  have  seen  him  three  times  since,  the 
last  time  on  March  25th,  and  the  eye  was  entirely  normal. 

Case  II.  Wolf  T.,  aged  45  years,  tailor,  came  for  treat- 
ment on  December  11,  1903.  In  February  and  again  in  No- 
vember, 1903,  he  had  attacks  of  muscular  rheumatism  on  l)oth 
of  which  occasions  his  shoulder  was  so  lame  as  to  prevent  his 
working  for  several  days.  The  left  eye  had  considerable 
peri-corneal  injection,  the  iris  was  swollen  and  sluggish  and 
the  eye  intensely  painful.  I  saw  him  on  the  the  third  day  of 
the  attack.  A  one  per  cent,  solution  of  atroi)in  sulphate  was 
instilled  three  tinu's  daily:  aspirin,  ten  grains,  was  given  four 
times  a  day,  and  an  aj^plication  of  fifty  per  cent,  solution  of 
mesotan  in  cotton  seed  oil  made  to  the  left  l)row,  cheek  and 
temple.  I  saw  him  again  on  the  second  day  following;  the 
|)Min  had  ciitircly  disappeared  and  the  injection  wasdiminished. 
TrealMient  was  discontinued  four  days  later,  the  ninth  day  of 
the  attack.  I  saw  this  pulicnt  tlucc  weeks  later  and  the  eye 
wa.H  entirely  iioiinal. 

Case  III.  Annie  (i..  aged  l^l  years,  seamstress,  came  for 
treatment  on  Heceuiber  IM,   VMV^.      In   March,  1903,  she  was 
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contined  to  bed  for  twenty-one  days  with  acute  articular 
rheumatism.  The  left  eye  was  very  painful  and  had  been  so 
for  a  week.  There  was  not  much  peri-corneal  injection,  but 
posterior  synechia?,  which  were  broken  down  with  atropin. 

The  patient  was  given  aspirin,  ten  grains  four  times  a  day; 
instillations  of  a  one  per  cent,  atropin  solution  made  three 
times  daily;  and  a  fifty  per  cent,  solution  of  mesotan  in  cot- 
ton seed  oil  was  applied  to  the  brow,  cheek  and  temple.  The 
conditions  did  not  change  until  four  days  later,  when  the 
pain  began  to  diminish  and  finally  disappeared  altogether 
with  all  the  other  symptoms.  Treatment  was  discontinued 
on  the  seventeenth  day  of  the  attack. 

Case  lY.  Henry  G.,  aged  28  3^ears,  a  proof  reader,  came 
for  treatment  on  January  9,  1904,  at  which  time  he  was  suf- 
fering from  sciatica.  He  had  had  several  tittacks  of  sciatica 
within  the  previous  two  years.  The  right  eye  was  quite  pain- 
ful, particularly  on  pressure  or  movement;  the  conjunctiva 
was  edematous;  the  iris  swollen  and  discolored.  The  patient 
was  put  on  aspirin,  twenty  grains,  four  times  daily,  and 
instillations  of  a  one  per  cent,  atropin  solution  were  made 
t.  i.  d.,  and  mesotan  pure  applied  to  the  right  brow,  cheek 
and  temple  every  three  hours  from  7  a.  m.  to  10  p.  m. 

The  recovery  was  very  prompt  so  far  as  the  pain  in  the 
eye  and  the  iritic  congestion  were  concerned,  but  the  con- 
junctival chemosis  persisted  for  seventeen  days.  In  this  case 
advantage  was  taken  of  the  opportunity  afforded  by  the  pres- 
ence of  pain  in  different  parts  to  test  the  relative  value  of  the 
local  treatment  in  addition  to  the  systemic,  so  that  while 
mesotan  was  applied  about  the  eye,  and  aspirin  given  inter- 
nally, no  local  applications  were  made  to  the  sciatic  nerve 
region.  The  pain  in  and  about  the  right  eye  was  relieved 
after  four  days,  while  the  sciatica  continued  for  two  weeks, 
at  which  time  the  local  application  of  mesotan  pure  over  the 
course  of  the  sciatic  nerve  was  instituted,  the  pain  then  en- 
tirely disappearing  in  three  days. 

Case  V.  AVilliam  B.,  aged  38  years,  a  painter,  consulted 
me  on  Fel)ruary  2,  1904.  For  the  past  five  years  he  has  had 
repeated  attacks  of  muscular  rheumatism,  the  last  in  Decem- 
ber, 1903.  The  left  iris  was  swollen,  discolored  and  bound 
down  by  adhesions.     The  peri-corneal    injection  was  intense 
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and  the  pain  most  severe.  The  eye  had  been  painful  for  a 
week,  but  had  not  become  "bloodshot"'  until  three  days  ago. 
Patient  was  put  on  aspirin,  ten  grains,  four  times  daily; 
mesotan,  tifty  per  cent,  solution  in  cotton  oil  was  applied  to 
the  left  brow,  cheek  and  temple,  and  instillations  of  a  one 
per  cent,  solution  of  atropin  given  three  times  a  day.  The 
adhesions  were  broken  down  by  atropin.  The  recovery  was 
prompt,  treatment  being  discontinued  on  the  sixth  day  (the 
ninth  day  of  the  iritis).  I  have  seen  this  patient  once  since, 
on  April  10th,  at  which  time  the  eye  was  entirely  normal. 

Case  VI.  Gustave  K.,  aged  37  years,  a  clerk,  was  seen 
first  in  March,  1902,  at  which  time  he  had  an  iritis.  I  have 
treated  him  twice  since,  once  for  a  double  iritis.  In  all  he 
has  had  seven  attacks  of  articular  rheumatism. 

In  March,  1902,  he  was  given  sodium  salicylate,  fifteen 
grains,  three  times  daily,  and  instillations  of  a  one  per  cent, 
solution  of  atropin  sulphate  three  times  a  day.  Treatment 
was  continued  for  twenty-five  days.  In  December,  1902,  he 
had  a  double  iritis.  This  time  he  was  given  quinine  sajicylate, 
six  grains,  four  times  a  day,  and  instillations  of  a  one  per 
cent,  solution  of  atropin  sulphate  t.  i.  d.,  together  with  hot 
bathing.  The  attack  lasted  five  weeks.  On  November  23, 
1903,  he  returned  with  an  iritis  which  like  all  the  previous 
attacks  was  accompanied  by  considerable  pain.  The  peri- 
corneal injection  was  slight.  One  per  cent,  solution  of  atro- 
pin sulphate  was  instilled  three  times  a  day,  and  ten  grains 
of  aspirin  administered  t.  i,  d.,  with  the  application  of  a  fifty 
per  cent,  solution  of  mesotan  in  cotton  seed  oil  to  the  lirow, 
cheek  and  temple.  Treatment  was  stopped  on  the  eleventh 
day  of  the  attack,  recovery  having  been  complete. 


PAMriILI-:TS  KECKIVED. 

"A  Case  of  Choroidal  Inflammation,  with  Permanent 
Loss  of  Vision,  Caused  hy  Excessive  Use  of  the  Eyes."  By 
I).  P..  St.  .1.  i;(M)>M.  .M.I). 


The  Tre-ahn^nt  of  Keratoconvs.  177 

THE  TEEATMENT  OF  KEEATOCONUS.* 

BY  PROF.  DR.  ELSCHXIG. 

VIENNA. 

Translated  by  Adolf  Alt,  M.D. 

1^  1894  in  an  exhaustive  publication^  I  have  expressed  it 
as  my  conviction  that  the  cauterization  of  the  eyes  of  a 
Tseratoconus  with  a  dull  red  galvanocauter  constitutes  the 
best  and  safest  treatment  of  keratocouus.  At  that  time  I 
also  described  a  technical  modification  in  cauterization,  which 
almost  always  succeeds  in  producing  by  one  application  the 
desired  result,  viz.,  flattening  of  the  apex  of  the  cone  and 
improvement  in  vision.  As  is  well  known  the  scar  formation 
consequent  on  cauterization  is,  other  things  being  equal,  the 
denser  and  more  resistant,  the  earlier  and  more  complete  is 
the  formation  of  bloodvessels  from  the  marginal  loops  of 
the  cornea.-  When  cauterizing  solely  the  apex  of  the  kera- 
toconus  we  certainly  in  most  cases  produce  a  small  flattening 
of  the  cone  by  the  scar  formation,  yet  the  scar,  almost  aJ- 
ways  devoid  of  vascularization,  is  thin,  bluish,  translucent  and 
so  yielding  that  after  a  short  time  a  new  ectasia  is  formed. 
Therefore,  according  to  the  uniform  opinion  of  all  the 
authors  several  cauterizations  must  be  made  at  short  intervals 
in  order  to  get  a  good  result.  Things  are  quite  different 
when  the  vascularization  of  the  expected  scar  at  the  apex  is 
at  once  induced  by  the  first  cauterization,  by  joining  the 
deep  burn  of  the  apex  by  means  of  a  band  of  super Jicial  burn- 
ing, and  of  equal  icidth,  to  the  nearest  part  of  the  corneo- 
scleral margin.  Even  before  the  deep  eschara  of  the  apex 
has  been  fully  cast  off,  numerous  bloodvessels  grow  into  this 
bridge  from  the  corneal  margin  ;  usually  about  three  weeks 
after  the  cauterization  two-thirds  of  the  eschara  are  vascular- 
ized, the  scar  still  becomes  denser  and  smaller  in  extent,  thus 
diminishing  the  corneal  curvature  and  flattening  the  cone. 
After  about  two  months  only  this  process  of  scar  formation 
seems  to  have  reached  its  end. 

It  seems  to  be  generally  accepted  at  this  date  that  cauter- 
ization is  the  sovereign  treatment  for  keratoconus.     Yet,  my 

*  Read  before  the  Vienna  Ophth,  Society.  Feb.  lOtb.  1904.     Wiener 
Klin.  Rundschau.  No.  20. 
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suggestion  to  improve  this  method  has  thus  far  received  but 
little  attention,  although  the  value  of  my  method  cannot  be 
doubted,  and  although  a  deterioration  of  vision  throusfh  the 
bridge-like  junction  between  the  eschara  on  the  apex  and  the 
neighboring  corneal  margin  is  absolutely  out  of  question. 
The  apex  of  the  cone  always  lies  eccentrically,  and  even 
should  this  not  be  the  case,  it  is  best  to  try  to  get  the  position 
of  the  scar  somewhat  eccentrically  in  order  to  get  a  partially 
free  pupil.  I  may  here  refer  to  a  few  of  the  recent  jnipers  on 
the  treatment  of  keratoconus.  Thus  Hirschberg-^  advises 
three  to  four  cauterizations  made  at  intervals  of  10  days, 
as  the  best  method.  In  1902,  at  the  Karlsbad  meeting  of 
naturalists,  L.  Mliller  (Vienna)  recommended  parenchymat- 
ous injections  of  bichloride  of  mercury  in  order  to  strengthen 
the  otherwise  insufficient  central  cauterization  scar.  Chily 
one,  but  he  an  authority,  supported  m}'  observations  uncon- 
ditionally. Czermak,  in  his  text-book  on  ophthalmic  sur- 
gery,^ states  that  the  cautery  is  doubtless  the  best  treatment 
for  keratoconus,  and  without  reserve  accepts  my  views  that 
as  much  can  be  gained  with  one  cauterization  made  according 
to  my  method  as  otherwise  by  repeated  cauterizations. 
Czermak  again  expressed  this  opinion  more  recently  (1902) 
during  a  discussion  on  keratoconus  in  the  ophthalmic  section  of 
the  Society  of  German  Naturalists  and  Physicians  at  Carls- 
V)ad.  In  order  to  save  my  doubtlessly  improved  method  of 
cauterization  for  keratoconus  from  total  oblivion  I  herewith 
report  two  cases  which  I  have  treated  during  the  hist  year : 

Case  1.  J.  B.,  aged  21  years,  had  no  eye  disease  till  he 
was  11  years  old.  In  his  11th  year  the  left  eye  was  injured 
by  an  arrow  and  vision  remained  henceforth  deteriorated. 
During  his  17th  year  he  ol)servod  a  further  diminution  of 
visi(m  in  this  injured  eye.  lie  went  to  the  Innsbruck  eye 
clinic  where  a  glass  was  prescribed.  Uj)  to  liM»l  he  could 
work  at  his  avocation  as  sculptor;  more  recently  his  vision 
has  become  so  poor  that  lie  is  totally  untit  for  work. 

Wiien  I  saw  him  first,  on  April  22d,  llM)i\  there  was  a 
typical  keratoconus  in  the  right  eye,  V  =  0,1  when  tln'  i)alp- 
altral  fissure  was  strongly  conipressi'd,  .laeger  ."i  with  dilliculty 
at  10  cm.  When  the  palpebral  Hssure  was  of  nornnil  width, 
\    =   ■  ,;a,  not  iiii)iro\e(|  bv  glass,  .laeger  (>  at  lo  cm. 
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The  left  eye  also  showed  a  typical  keratoconus,  and 
furthermore  a  small,  penetrating  scar  in  the  inner  lower 
quadrant  with  a  small  anterior  synechia  of  the  pupillary  mar- 
gin, while  the  lens  was  normal  and  in  proper  position. 
V  =  ^200?  through  the  compressed  palpebral  fissure  Jaeger  G 
can  be  read. 

The  patient  did  not  at  once  agree  to  the  proposed  cauter- 
ization but  underwent  treatment  elsewhere  (April  22  to  Sep- 
tember 15,  1902).  The  left  keratoconus  was  cauterized,  then 
an  iridectomy  was  made  and  finally  a  traumatic  cataract,  which 
had  resulted  from  this  operation,  was  extracted  from  this 
eye. 

In  May,  1903,  I  again  saw  this  patient.  The  ectasia  of 
the  right  cornea  was  increased  and  the  following  conditions 
were  found : 

Stat,  prats.,  ixxwQ  2(\.,  1903.  The  right  cornea  has  the 
shape  of  a  truncated  cone,  the  fiat  apex  of  which  lies  in  the 
lower  inner  qradrant  of  the  cornea  near  its  center.  There 
is  a  light  gray  opacity  at  the  apex  which  consists  of  numer- 
ous fibres  crossing  each  other,  net-like,  in  an  irregular  man- 
ner and  situated  in  the  different  corneal  lamellae.  The  cor- 
neal  surface  all   oyer  is  smooth    and    mirrors  well.^     When 

.* . 
viewed  with  the  ophthalmoscope  the  o})acity  is  barely   visible 

when  turning  the  mirror.  The  apex  is  highly  myopic,  the 
marginal  part  of  the  cornea  nearly  emmetropic.  The  kera- 
toconus shows  the  well-known  ophthalmoscopic  and  skia- 
scopic  phenomena. 

With  a  wide  palpebral  fissue  V  =  Yso,  with — lo  D.  =  0.1. 
eTaeger  No.  13  at  5  cm. 

With  the  head  bent  strongly  backwards  and  to  the  left, 
and  when  the  palpebral  fissure  is  reduced  in  size  as  much  as 
possible  by  pushing  the  lower  lid  upwards  Y  =  0,3;  Jaeger 
No.  1  at  5  cm.  with  good  illumination. 

On  July    loth,    1903,    I    cauterized  this    keratoconus    in 
Prof.  Schnabel's  clinic.     At  first  I  burned   the   apex  with  a 
dull  red  galvanocauter  until  it   was   concave  and    then   con- 
nected this  burn  by  a  bridge  of  superficially  burnt  tissue  with 
the  nearest,  the  inner  lower,  corneal  margin. 

Under  pressure  bandage  normal  heating  resulted.  About 
the  seventh  dav  the  eschara  was  cast  off  and  a  rich  vascular- 
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ization  began  to  grow  from  the  corneal  margin  along  the 
edges  of  the  burn.  Scar  formation  was  finished  on  July 
27th;  a  dense  liat  scar  filled  with  numerous  tine  bloodvessels 
partially  tilled  the  lower  inner  corneal  quadrant,  leaving  half 
of  the  medium-wide  pupil  free. 

In  the  beginning  of  September  I  tatooed  the  scar  twice. 

Beginning  with  October  the  patient  was  able  to  resume  his 
work  as  sculptor  and  was  perfectly  able  to  perform  his  duties. 

Now  (April  10th,  1904)  V  =  Vae,  with  — 2.5  D.  cyl.  ax. 
20^  with  wide  palpebral  tissure  V  =  ^/is,  with  Schnabel's 
figures  V  =  0,  4.  With  the  correcting  lens  Jaeger  No.  1  is 
read  at  11  cm.,  Jaeger  No.  5  at  30  cm.,  and  Jaeger  No.  7  at 
35  cm. 

Case  II.  Law  student  R.  H.,  23  years  old.  Five  years 
ago  when  he,  while  reading,  accidentally  shut  the  left  eye  the 
patient  noticed  that  he  could  not  read  with  the  right  eye 
alone.  As  vision  further  deteriorated  he  consulted  Dr.  Hern- 
heiser  at  Prag,  in  1900,  who  diagnosed  keratoconus  and 
recommended  cautery.  Since  then  no  further  change  seems 
to  have  taken  place. 

October  3,  1903,  I  saw  the  patient  for  the  first  time.  The 
left  eye  was  normal,  V.  with  —  3D.  3  —  3D.  cyl.  ax. 
150*  =  0,  8. 

The  right  eye  shows  a  corneal  conical  ectasia  of  high  de- 
gree, rather  peculiar,  since  the  most  prominent  part  which 
lies  in  the  center  a  little  below  the  horizontal  meridian,  is  of 
horizontally  oval  shape.  Thus  the  whole  cornea  appears  as  a 
truncated  cone  flattened  from  above  and  below.  As  is  found 
out  by  palpation  under  cocain  anesthesia  the  most  promi- 
nent part  is  very  thin  and  is  the  seat  of  the  characteristic 
net-like  opacity  in  the  deeper  layers.  The  surface  is  per- 
fectly smooth  and  mirror-like,  just  as  in  case  I. 

V  is  reduced  to  the  counting  of  fingers  at  1  'i  m. 
With  —  20  D.  3  —  10  D.  cyl.  ax.  \m\  he  says  he  sees  bet- 
ter. With  th(!  narrowest  stenopaic  slit  and  —  20  D. 
V  =^  0,  1.  He  reads  .Jaeger  No.  4  at  1  to  2  cm.,  leaning  the 
book  against  forehead  and  nose. 

On  September  9th,  190;5,  I  canterix.cd  the  cone  in  l*rof. 
Schnabel's  clinic.  With  a  dull  red  galvanocauter  I  first 
deeply  burnetl  the  lateral   t  luce-quarters  of  the    ectatic    part 
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and  then  Ijurned  more  superficially  to  the  lateral  lower  cor- 
neal marofin.  The  eschara  reached  for  about  o  mm.  l)eyond 
the  vertical  meridian  toward  the  nose  and  was  about  4  mm. 
broad. 

Under  a  compressive  bandage  the  eschara  was  cast  off 
after  a  week  and  newformation  of  bloodvessels  took  place 
from  the  corneal  margin.  After  two  weeks  the  loss  of  sub- 
stance was  completely  covered  over  by  epithelium,  but  only 
slightly  dim  and  became  again  ectatic.  Then  only  the  vas- 
cularization increased  rapidly  and  a  dense  white  scar  formed 
and  flattened  the  corneal  curvature.  The  size  of  the  scar 
also  became  slowly  less,  as  if  a  contraction  had  taken 
place.  Beginning  with  November  lOth,  1903,  the  patient 
could  resume  his  studies  and  vision  gradually  improved 
materially. 

On  February,  1904,  \  =  ^/.,^r,  with  3  D  C  — 2  D.  cyl.  ax. 
9()o  _  6y^^.  go^je  letters  of  ^is  (Schnabel's  figures  =  0,  2)  ; 
with  —  2D  cyl.  ax.  90^  Jaeger  No.  1  at  8  cm.,  No.  7  at  12 
cm.      Shading  the  eye  with  the  hand  materially  aids  vision. 

In  order  to  observe  the  case  better  I  have  not  yet  tatooed 
the  scar,  which,  as  a  rule,  improves  vision  still  further.*^ 

I  should  not  like  to  terminate  this  little  communication 
without  adding  a  few  remarks  on  the  ideal  objects  of  the 
treatment  of  keratoconus.  I  believe  that  it  is  possible  to  re- 
duce the  curvature  of  the  cornea  to  the  normal  by  means  of 
the  cauterv  in  the  milder  cases  onlv.  In  hisrher  degrees  of 
ectasia  this  is  diflicult  to  obtain,  but  it  is  not  even  necessary 
to  attempt  it  in  order  to  get  a  satisfactory  improvement  of 
vision.  It  is  probably  suflicient  in  all  cases  to  reduce  the 
curvature  and  by  means  of  a  dense  scar  (with  subsequent 
tatooing)  to  eliminate  the  worst  part,  the  apex  of  the  cone. 

This  at  the  same  time  stops  the  further  progress  of  the 
ectasia.  I  do  not  think  an  optical  iridectomy  is  of  use  after  the 
scar  has  been  formed,  in  most  cases  it  is  even  detrimental,  as 
it  reduces  vision,  as  a  rule.  Should  the  scar  exclude  too 
much  of  the  pupil  it  would  be  better  to  try  and  give  improved 
vision  by  the  use  of  atropine  or  scopolamine,  and  only  when 
absolutely  necessary,  to  make  an  iridectomy  upwards. 

The  enormous  advantage  of  cauterization  of  the  kerato- 
conus over  all  other  methods  lies   in   the  certain  absence  of 


182  James  Hinshehcood. 

prolapse  and  iucarceration  of  the  iris  with  their  cousequen- 
ces.  Therefore,  when  cauterizing,  a  perforation  should  be 
avoided,  especiaUy  since  it  is  useless.  Cauterization  is  al- 
most without  danger.  Lately  I  heard  from  a  young  colleague 
of  a  case  in  which  panophthalmitis  occurred  four  days  after 
the  cauterization  of  a  keratoconus  (treated  in  an  ambulatory 
clinic),  and  the  eye  was  lost.  This,  however  can  only  warn 
us  to  make  as  few  cauterization  in  the  individual  case  as 
possible ;  and  this  seems  best  subserved  by  my  modification 
of  the  cauterization  as  here  set  forth. 

1  Klin.  Monatsbl.  f.  Augenhlk.,  1S94.  p.  25. 
-  1.  c.  p.  55. 

^Berl.Klin.  Wochenschr.  I!i02.  Xo.  20.  See.  also.  Morton.  Klin. 
Monatsbl..  1903.  p.  586. 

*  Die  augenaerztlichen  Operationen,  1S96.  p.  643. 

*  This  proves,  like  my  former  observations  (1.  c),  that  the  opacity  at  the 
apex  of  the  cone  comes  on  after  the  ectasia  has  existed  for  some  time  in- 
dependently of  all  exterior  intlaences.  and  is  therefore  due  to  the  ectasia 
itself  (1.  c,  p  4).  I  want  to  state  this  again,  since  in  the  discussion  at 
Karlsbad  Liebreich  returned  to  the  old  opinion,  that  the  opacitj'  at  the 
apex  of  the  cone  is  due  to  mechanical  insults. 


DIONINE:    A  NEW  OCULAK  ANALGESIC* 

By  JAMES  HINSHELWOOD,  M.A.,  M.D. 

Surgeon,  Glasgow  Eye  Infirmary. 

IN  dealing  with  disease  in  such  a  sensitive  organ  as  the  eye, 
our  aim  must  be  not  only  to  cure  the  disease,  but  during 
its  course  to  give  relief  to  the  sufferings  of  the  patient. 
Every  agent  which  can  contribute  to  the  relief  of  pain  should 
therefore  be  welcomed  as  an  additional  weapon  to  our  thera- 
peutic armamentarium,  which  cannot  be  too  well  stocked. 
At  the  meeting  of  the  British  Medical  Association  in  189-S  at 
Edinburtjh  I  made  a  communication'  on  holocaine,  an  ocular 
auit'sthetic  and  analgesic,  greatly  superior  to  cocaine  in  its 
power  of  relieving  the  deep-seated  pain  of  ocular  disease. 
On  reading  Darier's  recent  work'-  on  ocular  therapeutics  my 
attention  was  directed  to  dionine  as  an  ocular  analgesic,  and 
I  have  since  made  extensivs  use  of  it  with  Lrreat  -uc«'o>>.  l»oth 
in  my  private  and  hospital  ])ractice.  Altiiough  dionino  has 
•British  Mf'diial  .Foiirnal. 
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been  used  for  several  years  in  general  medicine  as  a  sedative 
to  replace  codeine  and  morphine  in  bronchitis,  pulmonary 
emphysema,  and  bronchial  asthma,  its  use  as  an  ocular  anal- 
gesic is  practically  unknown  in  this  country,  and  hence  I  wish 
to  briefly  record  my  personal  experience  of  this  new  and 
powerful  agent  for  the  relief  of  pain  in  the  eye. 

Dionine.  or  ethyl-morphine  hydrochloride,  is  a  white 
odorless  crystalline  powder  freely  soluble  in  water.  I  have 
used  the  dionine  chiefly  in  5  per  cent,  aqueous  solution,  or 
made  up  with  vaseline  as  an  ointment  in  similar  strength. 
"Where  there  is  great  lacrimation  I  prefer  to  use  it  as  an 
ointment,  which  smears  itself  over  the  gflobe  of  the  eve,  and 
is  gradually  melted  and  absorbed.  In  such  cases  a  few  drops 
of  a  solution  are  rapidly  diluted  with  tears  and  washed  out  of 
the  conjunctival  sac,  and  therefore  it  is  not  so  effective  as  the 
ointment.  Even  in  2  per  cent,  aqueous  solution,  or  as  an 
ointment  of  the  same  strength,  dionine  has  marked  analgesic 
properties,  and  hence,  where  the  pain  is  not  severe  and  the 
inflammatory  condition  of  the  eye  not  very  acute,  the 
strength  of  2  per  cent,  may  be  quite  suificient  to  give  the 
necessary  relief. 

When  the  5  per  cent,  solution  is  dropped  into  the  con- 
junctival sac  it  does  not  modify  in  any  way  the  sensitiveness 
to  touch  of  the  cornea  or  conjunctiva.  The  gentlest  contact 
with  cornea  or  conjunctiva  is  felt  just  as  distinctly  after  the 
instillation  of  the  dionine  as  before  it,  hence  it  is  not  an 
anesthetic  like  cocaine  or  holocaine.  It  is  of  no  use  there- 
fore, for  the  removal  of  foreign  bodies  or  for  performing 
operations  of  any  kind  on  the  eye.  But  if  the  patient  is 
suffering  from  a  painful  affection  of  the  eye,  such  as  iritis, 
irido-cyclitis,  glaucoma,  ulcer,  or  inflammation  of  the  cornea, 
the  instillation  of  the  dionine  solution  will  always  soothe,  and 
often  give  complete  relief,  for  several  hours  from  the  severe 
pain  which  accompanies  those  affections  of  the  eye.  Dionine 
is  not  an  ocular  anaesthetic,  but  is  a  powerful  ocular  analgesic. 

Does  the  dionine  give  this  relief  by  its  local  action  on  the 
globe  of  the  eye,  or  does  it  act  on  the  central  nervous  sys- 
tem, after  being  absorbed  into  the  general  bloodstream  partly 
by  the  conjunctiva  and  partly  by  the  tear  passages?  That 
its  action  is  purely  local  is  proved  by  the  fact  that  when  both 
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eyes  are  painful  relief  is  experienced  only  by  the  one  into 
which  the  dionine  has  been  instilled,  the  other  eye  remaining 
painful  as  before. 

Cocaine  and  holocaine  are  both  anaesthetics  and  analgesics. 
Cocaine  and  holocaine  render  cornea  and  conjunctiva  insensi- 
tive, so  that  we  can  perform  operations  on  the  eye  without 
pain,  and  for  this  purpose  they  stand  so  far  unrivalled.  They 
are  also  analgesics,  relieving  the  pain  of  disease  when  it  is 
superficial,  as  in  abrasion  and  ulcers  of  the  cornea.  But  in 
this  analgesic  power  dionine  is  undoubtedly  superior  both  to 
cocaine  and  holocaine,  and  hence  the  great  value  of  this  new 
agent  in  the  treatment  of  diseases  of  the  eye.  In  the  deep- 
seated  pain  produced  by  iritis,  irido-cyclitis  and  glaucoma, 
the  analgesic  effect  of  cocaine  and  holocaine  is  much  less  pow- 
erful, and  particularly  that  of  cocaine.  Sometimes  cocaine 
actually  increases  the  pain  by  elevating  the  tension  of  the 
eye,  and  hence  cocaine  should  be  used  with  the  greatest  cau- 
tion as  an  analgesic  in  inflammatory  conditions  of  the  eye. 
I  have  recorded  a  case^  where  an  attack  of  acute  glaucoma 
was  brought  on  by  the  use  of  cocaine.  In  glaucoma  cocaine 
should  never  be  used  for  the  relief  of  pain.  Holocaine  can 
be  freely  used  in  glaucomatous  cases,  as  it  has  no  effect  what- 
ever on  the  tension  of  tbe  eye.  It  is  in  these  cases  of  deep- 
seated  pain  due  to  inflammatory  affections  of  the  eye  that  the 
analgesic  effects  of  dionine  are  of  the  greatest  service.  We 
can  give  the  patient  relief  no  doubt  by  the  internal  adminis- 
tration of  morphine  by  the  mouth  or  hypodermic  injection, 
but  this  method  has  the  greatest  disadvantage  in  frequently 
deranging  the  digestion  and  disordering  the  patient's  nervous 
system.  It  is  a  great  ste})  in  advance  to  give  the  patient  re- 
lief by  a  local  analgesic  alone,  and  this  we  are  able  to  accom- 
plish in  most  cases  by  dionine. 

I  have  recently,  in  cases  of  deep-seated  pain  due  to  inflam- 
matory affections  of  the  eye,  such  as  iritis,  cyclitis,  irido- 
cyclitis and  glaucoma,  carried  out  comparative  experiments 
with  regard  to  the  power  of  cocaine,  holocaine  and  dionine  in 
relieving  pain.  I  have  used  three  solutions — cocaine,  .'>  p«  i 
cent.;  holocaine,  1  jn-r  cent.;  and  dionine,  5  per  cent .  I 
have  used  these  solutions  alleniMtcly  in  tlic  .>anu'  cases  with 
the  view  to  deterniine  the  dcirrci'  and  alsci  the  (hiration  of  the 
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relief  afforded.  Cocaine  is  by  a  long  way  at  the  bottom  of  the 
list  both  as  to  the  degree  and  duration  of  the  relief  afforded. 
Its  analgesic  effects  are  not  to  be  compared  with  those  pro- 
duced by  holocaine  and  dionine  in  this  particular  class  of  cases. 
Cocaine  only  gave  very  partial  relief  as  compared  with  the 
great  relief  afforded  by  holocaine  and  dionine.  The  analgesic 
effects  of  the  dionine  were  found  to  be  even  greater  than 
those  of  holocaine. 

With  regard  to  the  duration  of  the  relief  afforded,  both 
holocaine  and  dionine  were  much  superior  to  cocaine  ;  but  here, 
too,  dionine  was  at  the  top  of  the  list.  The  partial  relief 
from  cocaine  rarely  lasted  more  than  an  hour,  whilst  the 
analgesic  effects  of  holocaine  and  dionine  lasted  for  three  and 
sometimes  for  four  hours.  For  the  relief  of  the  severe  deep- 
seated  pain  in  inflammatory  affections  of  the  eye,  both  as 
regards  degree  and  duration  of  the  analgesia  produced,  I 
found  dionine  the  most  powerful  agent,  next  to  it  holocain, 
and  a  long  way  inferior  to  both  cocaine. 

There  is  an  occasional  effect  of  the  dionine  regarding  which 
the  patient  must  be  warned,  otherwise  it  may  cause  him  much 
needless  alarm.  After  the  first  instillation,  there  sometimes 
appears  an  intense  chemosis  of  the  conjunctiva,  which  swells 
up  and  overlaps  the  cornea.  This  need  cause  no  alarm,  as  it 
rapidly  subsides,  and  it  is  even  an  appearance  to  be  welcomed, 
as  in  these  cases  where  the  dionine  produces  intense  chemosis 
its  analgesic  effects  seem  to  be  greatest.  This  chemosis  of 
the  conjunctiva  appears  only  after  the  first  or  second  instil- 
lation of  the  dionine,  and  never  after  the  subsequent  ones, 
and  need  not  interfere  in  the  slightest  degree  with  the  regular 
use  of  the  drug.  1  have  never  seen  it  after  the  use  of  2  per 
cent,  solutions,  but  only  after  the  use  of  5  per  cent,  solutions. 
The  dionine  drops  or  ointment  may  be  used  every  four,  six 
or  eight  hours,  according  to  the  severity  of  the  pain  and  the 
effect  produced. 

1  British  Medical  Journal.  1898. 

^Darier— Lecons  de  Therapeiitique  Oculaire. 

s  Ophthalmic  Review,  1900. 
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The  Retina  in  An'encephaly  . 

Mr.  Stephen  Mayou  read  a  paper  on  the  Retina  and 
Optic  Nerves  in  Anencephaly.  He  dwelt  on  the  controversy 
which  exists  as  to  whether  the  axis  cylinders  of  the  optic 
nerve  are  developed  from  the  brain  or  retina,  or  from  both 
these  structures,  as  is  more  usually  held.  The  rayeline 
sheaths,  however,  seem  to  develop  from  the  brain  towards 
the  retina.  In  the  full-term  anencephalic  fetus  which  the 
author  obtained  there  was  an  arrest  of  development  at  the 
stage  when  the  primary  and  secondary  optic  vesicles  are 
formed,  and  the  nerve  sheaths  differentiated,  but  before  the 
development  of  the  axis  cylinders  or  chiasma,  of  which  no 
trace  was  found.  The  choroid  was  hypertrophied  and  the 
retina  showed  a  normal  pigment  layer.  The  layers  of  the 
retina  were  present  except  the  nerve  fibre  layer  which  was 
completely  absent.  The  author  concluded  that  the  develop- 
ment of  the  axis  cylinders  was  directly  dependent  on  the 
proper  development  of  the  cerebral  centers. 

Pannus  and  Associated  Corneal  Chan<;es. 

Major  H.  Herbert,  I. M.S.,  read  this  i):ipcr.  He  described 
some  of  the  corneal  changes  seen  in  the  acutely  progressive 
forms  of  trachoma.  In  many  cases  the  whole  cornea  stained 
with  rtuorescine  showing  this  to  be  intlamed.  When  pannus 
was  developing  this  part  never  stained,  showing  its  essenti- 
ally protective  nature.  In  old  cases  the  author  described 
"lymphoid  pannus;"  these  nodules  were  situated  on  the 
basis  of  an  old  diffuse  corneal  opacity,  some  of  them  coal- 
esced mid  tlicir  margins  might  overlap  the  c(>nu';il  edge.  The 
severe    forms   became   progressively    tliicUtT,   :ind  ultimately 
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pannus  crassus  or  carnosus  was  developed.  Apart  from  the 
above,  the  limbus  alone  might  be  thickened,  but  this  occurred 
almost  exclusively  in  follicular  conjunctivitis.  The  permanent 
result  of  mild  pannus  was  the  slight  extension  downwards  of 
this  scleral  margin.  Indentations  might  be  seen  in  more 
severe  cases,  which  were  probably  not  due  to  ulceration  but 
to  a  reabsorption  of  the  lymphoid  nodules. 

The  Operation  for  Trichiasis. 

Mr.  W.  E.  Cant  (Jerusalem)  read  a  paper  on  this  subject. 
Trachiasis  was  so  extremely  common  in  the  East  that  out  of 
68,000  cases  treated  in  tifteen  years  12,200  suffered  from  it. 
The  great  difficulty  experienced  in  treatment  was  the  shrink- 
ing of  the  conjunctiva  and  the  great  thickening  of  the  tarsus 
itself;  the  latter  might  be  live  or  six  times  its  natural  thick- 
ness. He  discussed  the  various  operations,  and  gave  his 
preference  to  Snellen's,  modified  to  suit  individual  cases,  as 
this  operation  (removing  a  wedge-shaped  piece  of  the  tarsus) 
was  easy  of  accomplishment ;  it  turned  the  lashes  well  out; 
there  was  no  raw  surface  left  to  heal.  It  was  applicable  to 
all  cases,  and  could  be  extended  in  various  ways  to  meet 
varying  degrees  of  deformity.  For  the  severe  conditions  in  the 
East  he  suggested  the  following  modifications :  ( 1 )  Instead 
of  the  simple  wedge-shaped  piece  of  tarsus  that  was  removed, 
an  excision  of  a  U-shaped  piece  of  tarsus  and  tissue  right 
down  to  the  conjunctiva ;  (2)  the  sutures,  instead  of  being 
entered  above  or  in  front  of  the  lashes  and  out  through  the 
upper  lip  of  the  cut,  were  entered  from  the  lid  margin  behind 
or  beneath  the  lashes  and  out  through  the  lower  lip  and  then 
passed  in  and  out  of  the  tarsus  high  up,  well  above  the  upper 
margin  of  the  cup,  so  that  on  drawing  the  ends  together 
great  eversion  was  produced ;  (3)  when  the  entropion  ex- 
tended quite  into  the  canthi,  canthotomy  and  canthoplasty 
were  employed  as  adjuncts. 

Dr.  RocKLiFFE  read  short  notes  on  the  following  cases : 
1.  Atrophy  of  both  Optic  Nerves  with  Primary  Amen- 
orrhoea. — This  case  had  been  under  observation  for  six  years, 
with  steadily  increasing  atrophy,  and  no  other  special  or  gen- 
eral symptoms.  There  was  deep  blue  cupping,  but  no  neu- 
ritis or  hemorrhage.     The  retinal  vessels  were  not  attenu- 
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ated,  and  with  the  exception  of  an  infantile  uterus  and  unde- 
veloped sexual  organs,  the  remaining  organs  were  healthy. 

'2.  Optic  Xeun'iis  following  Concussion  of  the  Qlohe. — 
The  patient  received  a  severe  blow  on  the  eyeball  (right)  imme- 
diately followed  by  loss  of  vision,  with  intense  optic  neuritis. 
There  was  neither  wound  of  the  eyeball,  traumatic  cataract, 
nor  displacement  of  the  lens,  hsemorrhage  into  the  vitreous, 
ruptured  choroid,  nor  detachment  of  the  retina.  There  was, 
in  addition  to  the  optic  neuritis,  a  hfemorrhage  into  the  yellow 
spot  with  iritis.  Three  months  later  the  vision  of  the  left  eye 
failed  (  afunctional).  Six  months  later  the  vision  of  the  left 
eye  became  normal,  the  right  improved  to  '^,  is  and  J. 4. 

3.  Unusual  Sequence  to  Cataract  Extraction. — The 
patient,  a  decrepit  old  man,  after  an  uncomplicated  extraction 
developed  on  the  fourth  day  a  dense  diphtheritic-looking  mem- 
brane of  both  lids  and  surrounding  cornea.  The  pupil  became 
blocked:  there  was  no  chemosis  or  pain,  nor  was  there  swel- 
ling of  the  lids.  The  corneal  epithelium  exfoliated  and  the 
eye  was  eventually  excised,  when  the  cicatrix  appeared  healthy 
and  perfectly  healed.  The  anterior  and  posterior  chambers 
were  normal,  but  the  coloboma  and  iris  were  blocked  with 
thick  yellow  membrane,  with  considerable  iritic  thickening. 

4.  ^4  Peculiar  Outbreak  of  Granular  Ophthalmia. — 
There  were  7  persons,  all  of  whom  had  been  nursing  a  diph- 
theric child.  They  each  had  an  acute  attack  of  granular 
ophthalmia  without  trachoma  or  membrane.  It  affected  the 
lower  lids  only  in  5  of  the  cases;  both  eyes  were  effected  at 
intervals  of  a  few  days.  In  all  there  was  a  subnormal  tem- 
perature, depression  of  spirits,  and  lassitude,  but  no  other 
general  symptoms.  The  attack  ran  a  similar  course  in  each 
case  and  lasted  about  fourteen  days.  The  l)acteriological 
examination  was  negative  except  in  one  examination  where 
the  bacillus  xerosis  in  large  quantities  was  })rescnt.  The  ex- 
amination was  carried  out  l)y  the  Clinical  Research  Committee. 

Card  Si'kcimkns. 

Curd  >pecimcns  were  shown  l)y  the  following:  Messrs. 
Whitehead,  Harman,  Bronner,  Doync,  Parsons,  Lawford, 
Taylor,  Bickerton,  Mayou.  I'aton,  Blair,  SilcocU  and  Ander- 
son. 
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By  W.  a.  SHOEMAKEK,  M.D. 
st.  louis,  mo. 

TORTICOLLIS  AND   SPINAL  CURVATURE   DUE  TO  EYESTRAIN. 

Geo.  M.  Gould  [American  Medicine,  March  26)  refers 
to  a  number  of  cases  collected  from  the  literature  of  the 
subject,  and  reports  one  case  in  which  the  conditions  were 
evidently  caused  by  the  patient's  efforts  to  neutralize  her 
astigmatism.  The  conclusions  to  be  drawn  from  a  study  of 
these  cases  are :  ( 1 )  Habitual  abnormal  position  of  the 
head  is  frequently  the  cause  of  spinal  curvature.  (2)  These 
abnormal  positions  may  be  due  to  some  error  of  refraction, 
which  necessitates^  the  torticollis,  wry-neck,  or  depression, 
in  order  to  secure  clearer  vision.  (3)  The  error  of  refrac- 
tion is  usually  a  slisfht  asymmetry  of  the  axes  of  astig- 
matism, whereby  the  clearer-seeing  or  most  used  eye  (usually 
the  right  in  right-handed  persons)  has  an  axis  10°  or  15''  to 
either  side  of  90°  or  180°,  i.  e.,  at  about  axes  75%  105,  1(35^ 
or  15°,  (4)  The  heterophoria,  which  has  been  the  supposed 
cause  of  the  functional  torticollis,  etc,  is  itself  usually  a 
result  of  the  refractive  error,  proper  correction  of  which  at  a 
sufficiently  early  age,  cures  the  heterophoria,  the  torticol- 
lis, and  the  spinal  curvature. 

DIONIN— A  NEW  AGENT  IN  OPHTHALMIC  THERAPEUTICS. 

Wendell  Keber  {Therapeutic  Gazette,  Feb.  15th)  summa- 
rizes the  therapeutic  action  of  dionin  in  ophthalmic  practice 
as  follows : 

1.  That  dionin  possesses  properties  at  present  inherent 
in  no  other  drug  thus  far  used  in  ocular  therapeutics. 

2.  That  it  is  an  analgesic  of  no  little  power,  and  is  fre- 
quently of  value  in  alleviating  the  pain  of  iritis  in  those  cases 
in  which  atropine  does  not  relieve. 
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3.  That  the  action  of  atropine  seems  to  be  enhanced  by 
dioniu. 

4.  That  it  h;is,  upon  the  eye,  a  powerfid  vasodihitor  and 
lyniphagoffue  action. 

5.  That  it  is  of  value,  if  used  to  the  point  of  distinct 
reaction,  in  promoting  the  absorption  of  exudation  deposits 
upon  the  anterior  capsule  in  the  i)upillary  space,  and  also  in 
helping  the  absorption  of  post-operative  del)ris  after  cataract. 

6.  That  it  certainly  does  help  to  clear  up  the  corneal 
opacities  in  some  cases  of  interstitial  keratitis. 

7.  That  it  seems  without  effect  in  all  other  forms  of  cor- 
neal opacities. 

8.  That  its  influence  on  the  glaucoma  process  is  yet  un- 
settled. 

9.  That  it  should  be  widely  used  and  the  effects  of  such 
use  reported,  in  order  that  a  tinal  correct  estimate  of  the  val- 
ue of  the  drug  may  be  made. 

SOME  extp:rxal  diseases  of  the  eye  due  to  rheumatism. 

Kichard  Kalisli  (Medical  JTeirs,  April  23rd)  says  that  there 
are  a  number  of  external  diseases  of  the  eye  due  to  rheum- 
atism which  are  not  recognized  as  being  of  such  ivtiological 
origin.  These  are :  (1)  marginal  blepharitis  of  the  young 
adult:  (2)  recurrent  hordeoli ;  (3)  recurrent  chalazia;  (4) 
circumscribed  bulbar  conjunctivitis ;  (5)  limited  circumscribed 
bulbar  conjunctivitis;  and  (G)  striated  keratitis.  Unless 
patients  with  these  affections  are  placed  on  proper  anti- 
rheumatic treatment  and  regimen,  tliev  will  become  the  vie- 
tims,  usually,  of  irremediable  injuries. 

SURGICAL    IKKATMENT  OF  I'ERIIMI  KliAL  ol'TIC  NEURITIS. 

Koenig  (  BuUitin  th  l' Arailemie  dv  jMt'derine,  Paris), 
attributes  ])eripheral  optic  neuritis  to  some  preceding 
infection,  such  as  la  grippe,  typhoid  fc\cr,  gonorrhoea,  etc. 
This  form  is  characterized  l)v  the  absence  of  vascular  stasis 
and  brain  disturbances,  by  the  limitation  of  the  o'dematous 
infiltration  to  the  optic  pai)illa  and  by  its  unilateral  develop- 
ment. It  is  the  result  of  circulatory  disturl>auces  limited  to 
the  papilla  and  l»nlltar  end  of  the  optic  nerve.    As  it  is  inipos- 
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sible  to  act  directly  on  the  posterior  pole  of  the  eye,  he  ap- 
plies treatment  to  the  anterior  pole — knowing  the  close  rela- 
tionship between  the  two — and  treats  the  condition  by  scle- 
rotomy. His  experience  has  been  limited  but  satisfactory 
with  this  procedure. 

TREATMEXT  OF  GRANULAR  EYELIDS. 

Post  {Deutsdie  MecUzinisclie  Wochensc/wift,  Jan.  1st) 
recommends  a  device  which  projects  a  stream  against  the 
inflamed  lids,  producing  a  hyperremia  which  has  a  beneficial 
action.  He  uses  a  warm,  physiological  salt  solution  contain- 
ing corrosive  sublimate  in  great  dilution. 

SQUINT. 

Albert  B.  Hale  {Journal  of  the  Amer.  Med.  Ass'n.,  Feb. 
20th)  calls  attention  to  the  fact  that  concomitant  squint  is 
caused  by  failure  of  the  brain  to  properly  fuse  the  images  of 
the  two  eyes,  and  arises  early  in  life  before  this  function  is 
well  established,  having  as  an  exciting  cause  a  fever,  shock  or 
fright  before  the  sixth  year,  while  the  habit  of  fusing  images 
is  being  acquired.  It  is  a  great  mistake  on  the  part  of  physi- 
cian and  parent  to  assume  that  the  child  will  "grow  out"  of 
the  habit.  On  the  contrary,  treatment  should  be  begun  early, 
as  soon  as  the  defect  is  seen.  This  resolves  itself  into  three 
factors:  (1)  Correction  of  refractive  errors;  (2)  training  of 
fusion  sense,  by  stereoscopic  or  other  exercises;  (3)  oper- 
ation. 

THE  INFLUENCE  OF  DENTAL  DISEASES  ON  THE  .i:TIOLOGy  OF 
CERTAIN  OCULAR  DISTURBANCES. 

W.  O.  Nance  {Journal  Amer.  Med.  Ass' n.,  April  2nd) 
discusses  dental  caries  and  its  allied  processes  as  factors  in 
the  causation  of  ocular  disorders.  He  points  out  the  anat- 
omic relations  existing  between  the  alveoli  and  teeth  and  the 
orbit  and  its  contents,  and  shows  that  morbid  changes  of  the 
one  may  easily  influence,  either  by  continuity  or  by  so-called 
reflex  manifestation,  the  functional  relation  of  the  other.  Thus 
among  the  ocular  disorders  that  may  follow  dental  diseases 
are    orbital    cellulitis    and   abscess,    conjunctivitis,    keratitis, 
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corneal  ulcer,  iritis,  scleritis,  papillitis,  mydriasis,  lachryma- 
tion,  amaurosis,  amblyopia,  strabismus,  ptosis,  interference  of 
accommodation  and  paresis  or  spasm  of  the  several  muscles 
of  the  eve  and  lids.  Interference  with  normal  accommodation 
and  mydriasis  are  frecjuently  caused  by  dental  changes,  and 
he  quotes  Galezowski  as  expressing  the  belief  that  eight  out 
of  ten  cases  of  third  nerve  paralysis  are  due  to  this  cause, 
instead  of  its  being  an  invariable  index  of  syphilis,  as  is  gen- 
erally supposed. 

His  review  of  the  literature  and  his  observations  in  his 
own  cases  leads  him  to  the  belief  that  in  dental  disease  is  to 
be  found  an  tytiologic  factor  of  more  than  passing  importance 
in  many  ocular  disturbances,  and  suggests  the  necessity  of  a 
thorough  examination  by  a  competent  dentist  in  those  instan- 
ces presenting  uncertain  causative  phenomena. 
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A    NEW    MODIFICATION    OF    THE    AUTHOR'S 
ANTERIOR  CHAMBER  IRRIGATOR. 

By  J.  A.  LIPPINCOTT,  M  D. 
PITSBURGH,  PA. 

THE  modification  consists  in  the  addition  of  a  convenient 
and  effective  shut-off  designed  to  prevent  the  backward 
flow  which  may  occur  if  the  reservoir  is  allowed  to  drop  lower 
than  the  tip.  Reversal  of  the  current  would  expose  the 
interior  of  the  rubber  tube  to  the  risk  of  contamination  and 
thus  necessitate  re-boiling  in  case  one  or  more  operations 
remained  to  be  done  at  the  same  sitting.  If  the  shut-off  be 
used  before  lowering  the  reservoir,  backward  flow  is  prevented 
and  immediate  re-boiling  is  not  necessary ;  it  suflices  to  pass 
the  tip  two  or  three  times  through  the  flame  of  a  spirit  lamp 
before  proceeding  to  the  next  operation.  If  care  is  taken  to 
run  all  the  fluid  off  before  lowering  the  reservoir,  the  shut-off 
is  not  required,  in  which  case  it  may  be  left  in  the  position 
shown  in  the  drawing,  viz.,  lying  back  against  the  handle. 
It  should  be  left  in  this  position  when  the  instrument  is  not 
in  use,  as  continuous  pressure  on  the  rubber  impairs  its 
resiliency. 

The  irrigator  in  its  new  form  has  a  larger  tip,  permitting 
of  a  more  generous  stream  than  as  formerly  made,  and  the 
general  finish  is  superior.  In  other  respects  it  is  unchanged. 
The  advantages  of  this  over   other  instruments  which  I  have 
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seen  are :  1st — Accuracy  of  manipulation — held  like  a  pen- 
holder between  the  thumb  and  middle  finger,  every  movement 
responds  to  the  volition  of  the  operator  to  the  extent  that 
his  fingers  do,  which  is  all  that  can  be  expected.  2nd — Accu- 
racy in  estimating  the  force  of  the  stream — by  the  height  of 
the  reservoir,  the  only  exact  method.  3rd — Absence  of 
backward  flow.  Instruments  of  the  compte-gouttes  type  are 
defective  in  all  these  respects. 

The  irrigating  fluid  which  I  have  used  for  a  number  of 
years  is  normal  salt  solution,  which,  in  the  reservoir,  should 
be  somewhat  above  blood  heat  to  allow  for  cooling  in  the 
rubber  tube.     The  reservoir  should  be  held  at  the  height  of 


from  eight  to  twelve   inches   above   the   tip.     At    the    latter 
height  the  stream  has  considerable  force. 

As  a  rule,  removal  of  the  cortical  matter  remaining  after 
the  expulsion  of  the  nucleus  is  effected  by  introducing  the 
tip  just  within  the  li{)s  of  the  wound  and  slowly  moving  it 
from  one  angle  of  the  incision  to  the  other  while  the  stream 
continues  to  flow;  but  a  much  freer  use  of  the  instrument  i* 
sometimes  needed,  especially  to  remove  cortical  masses  which 
adhere  obstinatel}'.  These  may  be  loosened  by  direct  man- 
ipulation with  the  tip,  which,  if  necessary,  may  be  inserted 
l)cliind  the  iris,  I  have  never  seen  any  regrettable  results 
from  such  free  use  of  the  irrigator.  Stroking  of  the  cornea 
in  tiie  ordinary  way  may  also  help  in  rebellious  cases,  but 
this  procedure  is  very  rarely  rcipiired. 
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The  rubber  tubing  used  in  this  irrigator  is  of  the  purest 
quality.  To  make  sure,  however,  that  no  foreign  substance 
is  left  in  the  tube,  I  am  in  the  habit,  before  using  the  instru- 
ment for  the  first  time,  of  rolling  the  tubing  between  my 
thumb  and  fingers  along  its  wholdlitlenofth,  allowinor  at  the 
same  time  a  large  quantity  of  an  alkaline  solution  (borax)  to 
run  through.  Before  the  operating  hour  the  irrigator  is 
boiled  along  with  other  instruments  in  the  alkaline  solution, 
having  been  previously  filled  with  the  same  fluid. 

The  experimental  stage  of  irrigation  in  the  operation  for 
cataract  is  long  since  past.  The  value  of  the  procedure  is 
now  pretty  generally  recognized.  True,  its  progress  towards 
general  acceptance  has  not  been  startlingly  rapid,  but  never- 
theless it  has  been  decided.  Witness  the  contrast  between 
the  skeptical  silence  which  followed  my  first  paper,  read  be- 
fore the  American  Ophthalmological  Society  in  1888,  and 
the  chorus  of  approval  succeeding  Dr.  Eeik's  paper  on  the 
same  subject  at  the  last  ( 1903)  meeting  of  the  same  society. 
The  claims  made  by  McKeown,  myself  and  other  adherents 
of  the  method  have  been  justified  by  the  experience  of  a 
large  number  of  operators.  It  has  been  demonstrated  that 
( 1 )  it  removes  cortical  remains  gently,  promptly  and  effect- 
ively. (2)  It  is  the  best  mode  of  removing  the  blood  which 
occasionally  appears  in  the  anterior  chamber  after  the  incis- 
ion and  which  obscures  the  subsequent  steps  of  the  operation. 
(3)  It  perfectly  cleanses  the  lips  of  the  wound,  allowing  ac- 
curate apposition  and  consequent  rapidity  of  union.  (4)  In 
those  cases  in  which  from  want  of  tone  the  cornea  remains 
inverted  after  removal  of  the  lens  it  frequently  restores  the 
corneal  dome,  thus  placing  the  wound  lips  in  proper  contact, 
and  at  the  same  time  permitting  of  an  immediate  estimate  of 
the  vision.  (5)  Owing  to  the  more  thorough  cleansing  of 
the  eye  it  lessens  the  tendency  to,  and  the  density  of,  subse- 
quent capsular  opacity  and  thus  makes  secondary  operation 
less  frequently  necessary.  In  addition,  I  am  convinced  that  it 
lessens  the  freijuency  and  the  severity  of  post-operative  inflam- 
mations of  the  uveal  tract  through  the  comparatively  com- 
plete elimination  of  material  favorable  to  germ  development 
and  through  the  speedy  closure  of  the  incision  giving  in- 
creased protection  against  the  entrance  of  germs  from  the 
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conjunctival  sac,  and  possibly  also  through  the  avoidance  of 
whatever  traumatism  is  involved  in  prolonged  stroking  of  the 
cornea. 

In  perfecting  the  shut-off  I  have  been  materially  aided  by 
Mr.  E.  B.  Mej^rowitz,  of  New  York,  the  maker  of  the  instru- 
ment. 


EYE-STRAIN  AS  A  CAUSE  OF  MIGRAINE. 

By  W.  a.  shoemaker,  M.D. 
st.  louis,  mo. 

MIGRAINE  is  a  neurosis,  characterized  by  severe  attacks 
of  headache,  usually  unilateral,  coming  on  in  parox- 
ysms which  are  frequently  periodic.  With  the  pain  in  the  head 
are  associated,  generally  nausea  and  vomiting,  and  sometimes 
ocuhir  symptoms,  as  photophobia,  bhirring  of  vision,  bright 
lights,  scotoma  scintillans,  hemianopsia,  and  transient  am- 
blyopia. Since  the  time  of  Hypocrates,  this  train  of  symp- 
toms, with  many  others  which  at  times  go  with  it,  have  been 
described  by  many  writers  both  lay  and  medical :  the  former 
being  chiefly  persons  who  have  been  subject  to  attacks. 

As  to  the  pathologv,  Thos.  M.  Leszynsky,  in  the  Refer- 
ence Handbook  of  the  Medical  Sciences^  ■Yo\.  IV,  page  551, 
says:  "The  pathology  is  still  obscure.  The  prevailing  and 
most  plausible  theory  is  that  the  attacks  are  due  to  periodical 
discharges  of  nerve  force  originating  in  the  cerebral  corte.x 
or  in  the  sensory  centers,  involving  principally  the  intra- 
cranial branches  of  the  trigeminus  and  the  pneumogastric 
nerves.  According  to  a  recent  'mechanicar  theory,  the 
attack  is  produced  by  an  acute  transient  closure  of  the 
foramen  of  Munro  and  a  consecutive  swelling  of  the  brain 
(Spitzer)."' 

Tlic  assigned  causes  of  this  disease  h;i\  e  been  as  numerous 
as  tiic  remedies  which  have  been  oriven  for  the  relief  of  its 
distressing  symptoms.  There  can  bono  doubt,  however,  but 
that  heredity  plays  a  very  important  role.  It  is  more  com- 
monly direct  than  in  almost  any  other  neurosis,  and  is  more 
likely  to  Ix'  transmitted  by  or  through  the  mother.  Females 
arc  more  fre(juently  affected  than  males.  It  begins  early  in 
life,  some  cases  as  early  as  (he  tiflli   or  sixth   year.     Church 
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and  Peterson  say  that  thirty  per  cent,  of  the  cases  begin  be- 
tween the  fifth  and  tenth  years  of  age.     This  is  probably  too 
high  a  percentage,  but  the  majority  of  cases  begin  with  puberty 
or  shortly  thereafter.   Among  the  many  causes  of  the  attacks 
mentioned  by  writers   in  text-books,  are   indigestion   and  in- 
testinal autotoxsemia,  lithaemia,   constipation,    errors  in   diet, 
mental    overwork,    anxiety,   excessive  fatigue    or   exhaustion 
from  any  cause,   menstruation,   emotional   excitement,  dental 
caries,    and    naso-pharyngeal    diseases.       Eye-strain    is    also 
given  as   one   of  the  so-called   reflex  causes,  by  many  of  the 
writers,  but  very  few,  if  any  of  them,    give   it   the  attention 
which  I  think  it  should  receive.     Barthalow,  A.  A.  Stevens, 
Taylor,   Anders    and  Osier   merely  refer  to  it   as  a  possible 
cause  in   some  cases.     H.  C.  Hood,   in  Pepper's  System  of 
Practice,  gives  it  more  space.    In  discussing  migraine,  he  says  : 
"Peripheral  irritation,  such  as  eye-strain,  may  greatly  aggra- 
vate the  disorder  and  must  be  carefully  prevented."     Church 
and  Peterson  say :      "The  cases  beginning  in  early  childhood 
very  frequently  follow  the  first  systematic  use  of  the  eyes  for 
near    vision,   as  in   school  work.     Eye-strain,    arising  from 
accommodative  or  muscular  asthenopia,  is  certainly  competent 
to  excite   migrainous   attacks  in  those  predisposed."     Fuchs 
and    Noyes    make    no    mention    of    it.     Chas.  A.  Oliver,    in 
Xorris  and  Oliver's   System  of  Diseases   of  the  Eye,  says : 
"In  many  cases  migraine  has  one  of  its  main  causes  in  ocu- 
lar disturbance,  and  can  frequently  be  benefitted  by  attention 
that  is  directed  toward   the  visual  apparatus."     Myles  Stan- 
dish,  in  the  same  system,  after  mentioning  causes  which  may 
precipitate  an  attack  of  migraine,  says:    "Last,  but  not  least, 
ocular    fatigue.     There    would    seem   to   be   no  reason  why 
attacks  of  migraine  should   not   be  precipitated  by  the  same 
ocular  strains  that  precipitate  epileptic  convulsions,  but  my 
experience  leads  me  to  think  that  refractive  strain  is  a  much 
more  fruitful  cause  of  attacks  of  migraine  than  abnormalities 
of  the  ocular  muscles."     De  Schweinitz  in  discussing  hetero- 
I)horia  gives,  among  the  general  symptoms,  headache  as  the 
prominent  one  and  says :      "It   may   be   a  typical  migraine." 
He  seems  to  think  muscular  unbalance  a  much  more  common 
cause  of  migraine  than  ametropia.    George  M.  Gould  attaches 
very  little  importance  to   the  heterophorias,  but  believes  that 
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it  is  due  to  auietropia,  especially  the  low  degrees,  and  goes 
far  in  advance  of  other  writers  on  the  subject,  holding  that 
migraine  in  all  its  forms  is  caused  by  eye-strain.  He  reviews 
the  medical  literature  on  the  subject  and  claims  that  it,  as 
well  as  the  writings  of  famous  literateurs  who  have  suffered 
with  the  disease,  points  to  eye-strain  as  the  cause,  if  we  but 
read  the  symptoms  aright. 

I  have,  from  the  beginning  of  my  career  as  oculist,  made 
it  a  point  to  examine  very  carefully  the  refraction  and  mus- 
cular balance  or  unbalance  of  every  case  of  migraine  that 
came  under  my  observation,  with  a  view  of  discovering  what 
could  be  accomplished  towards  its  relief  by  correcting  all 
abnormalities  that  might  exist.  From  my  records  I  select 
four  cases  which  have  been  under  observation  for  a  period  of 
years,  and  give  them  as  illustrative  cases  to  show  that  many 
cases  of  migraine  may  be  cured  or  relieved  by  properly  cor- 
recting the  ametropia. 

Case  I.  A  physician,  age  35,  consulted  me  in  April,  189(3, 
giving  the  following  history:  Father  suffered  from  migraine 
until  the  age  of  fifty,  when  the  attacks  ceased.  Mother  has 
always  suffered  from  it,  and  still  does  at  the  age  of  eighty. 
At  about  the  age  of  ten  he  began  having  attacks  of  sick 
headache,  at  intervals  of  a  week  or  two  and  lasting  three  or 
four  days.  The  pain  was  more  severe  in  the  left  temple,  but 
involved  the  right,  as  well  as  the  occiput.  Nausea  and  vom- 
iting always  occurred. 

Being  a  constant  sufferer,  and  unable  to  pursue  his  studies 
with  any  comfort  or  satisfaction,  and  finding  no  relief  from 
internal  medication,  he  consulted  an  oculist  in  1885,  who 
prescribed  a  weak  spherical,  for  reading,  without  benefit. 
In  1889  he  consulted  another  oculist  who  prescribed — .75 
D.C.  ax.  1050  for  O.D.  and— .25  D.C.  ax.  75^*  forO.S.,  for 
constant  use.  These  he  wore  from  that  time  until  he  con- 
sulted me,  with  the  result  that  he  was  able  to  use  his  eyes  as 
much  as  he  desired  :  his  headaches  occurred  at  intervals  of 
months  instead  of  weeks,  and  wcu'c  nuich  less  severe.  I  fouiul 
no  change  in  his  refraction,  and  advised  him  to  continue 
wearing  the  same  glasses. 

V.O.D.='yrx),  w.  correction ='\  ,5 
V.O.S.  ='",'20*  w.  correcti()n  =  '"/io 
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In  speaking  to  him  a  few  days  ago,  he  told  me  that  he 
was  still  wearing  the  same  glasses  and  that  he  had  sick  head- 
ache  only  occasionally. 

Case  II.  Mrs.  X.,  age  57,  consulted  me  Nov.  23,  1§97, 
giving  a  history  as  follows :  Began  having  a  headache  at  the 
age  of  ten.  Using  eyes  for  sewing  or  study  would  bring  on 
an  attack  of  pains  in  forehead  and  eyes,  with  nausea  and 
vomiting,  usually  lasting  one  day.  At  the  age  of  forty-eight 
she  began  wearing  glasses,  and  since  then  has  had  very  little 
headache.  She  consulted  me  on  account  of  a  chronic  puru- 
lent dacryocystitis  on  left  side,  of  five  years'  standing,  and  a 
chronic  catarrhal  conjunctivitis  of  twelve  years'  duration, 
which  became  aggravated  if  she  used  her  eyes  for  near  work. 
No  headache  nor  pain  in  eyes.  Had  been  wearing  the  follow- 
ing glasses :  O.D.  +  .75  D.S.C+-25  D.C.  ax.  90°,  O.S.  +  .25 
DrS.C+-25  D.C.  ax.  135'  with  +3.  D.S.  added  for  reading. 
V.O.D.=^Y2o — ,  w.  correction=^'/i5 
V.O.S.  =i'/5o+,  w.  correction=^yi5 

A  test  of  the  extrinsic  muscles  showed,  adduction  18, 
abduction  13.  Stevens  phorometer  showed  an  exophoria 
ranging  from  bH°  io  1^ . 

Under  treatment  the  dacryocystitis  and  the  conjunctivitis 
improved,  but  every  time  she  attempted  to  read  for  even  a 
few  minutes  her  left  eye  would  get  red  and  water.  I  then 
combined  a  2%°  prism,  base  in,  with  the  glasses  she  had 
been  wearing,  which  gave  her  considerable  relief;  but  after 
wearing  them  for  several  years  and  still  not  being  able  to  use 
her  left  eye  as  much  as  she  wished,  without  its  getting  red,  I 
decided  to  tenotomize  her  left  external  rectus,  repeated  tests 
having  convinced  me  that  it  was  the  muscle  at  fault.  This 
was  done  in  February,  1900.  Immediately  after  the  oper- 
ation the  phorometer  showed  an  exophoria  of  %°.  Since 
that  time  she  has  occasional  attacks  of  acute  catarrhal  con- 
junctivitis, but  she  can  use  her  eyes  as  much  as  she  cares  to, 
without  its  producing  the  old  symptoms  in  her  left  eye. 

This  case  would  seem  to  show  that  the  ametropia  and  not 
the  heterophoria  was  causing  the  migraine,  inasmuch  as  it 
was  relieved  as  soon  as  she  began  wearing  the  proper  glasses. 

Case  III.  Miss  X,  age  32,  a  daughter  of  Case  II,  con- 
-sulted  me  in  June,  1898,  giving  this  history:     Began   having 
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migraine  at  the  age  of  seventeen.  Using  her  eyes  at  near 
work  always  brought  on  an  attack  lasting  from  one-half  to 
two  days.  Began  wearing  glasses  at  the  age  of  nineteen, 
which  gave  her  complete  relief,  provided  she  did  not  use  her 
eyes  too  much.  Six  weeks  before  consulting  me  she  had  left 
oif  her  glasses  for  an  hour  and  a  half  which  brought  on  a 
severe  headache,  since  which  time  she  had  not  been  com- 
fortable. Was  wearing  O.D. +  1.12  D.S.,  O.S+1.12  D.C. 
ax.  120°. 

V. O.D. =1715,  W.  +  1.25  D.S.C+  -'5  D.C.  ax.  90°=i'/i5 
V.O.S.  =i"/4o,  W.+  .75  D.S.C+1-50  D.C.  ax.  1\0'=^''/,-, 
The  muscle  tests  showed,  adduction  31,  abduction  9. 
The  phorometer  indicated  orthophoria.  I  gave  her  the  full 
correction,  since  which  she  has  been  able  to  use  her  eyes 
with  comfort  as  much  as  she  cares  to,  and  has  no  sick  head- 
aches. 

Case  IV.  Miss  X,  age  22,  a  daughter  of  Case  II,  came 
to  me  April  20,  1899,  giving  a  history  as  follows:  Began 
havinoj  headache  at  the  age  of  eight.  At  the  age  of  fourteen 
the  attacks  became  more  frequent,  and  she  has  been  a 
martyr  to  them  ever  since,  always  being  worse  in  the  spring. 
The  pain  was  always  on  right  side  in  one  attack  and  on  left 
side  in  next,  alternating  Avith  absolute  regularity.  Distant 
and  near  vision  good ;  could  use  her  eyes  as  much  as  she 
liked,  the  use  of  them  apparently  having  nothing  to  do  with 
her  headaches.  Inasmuch  as  her  eyes  never  ached,  it  did  not 
occur  to  any  of  her  physicians  that  they  might  be  at  the 
bottom  of  her  trouble.  She  consulted  one  good  physician 
after  another  who  prescribed  all  sorts  of  medicines,  climate, 
etc.,  without  benefit.  Ilcr  attacks  of  migraine  were  coming 
more  and  more  frequently,  practically  making  an  invalid  of 
her,  when  in  despair  she  consulted  me,  thinking  that  perhaps 
her  eyes  might  be  the  cause  of  her  suffering,  in  spite  of  the 
fact  that  they  never  ached.      I  found 

V.0.D.='7ir,+  ,  w.  +  .To  D.S.C+-'^)  r)-C.  ax.  90°=>7i5 
V.O.S.  =171,,      W.  +  .75  D.S.C+'^O  D.C.  ax.  90^='7i, 
Adduction     27,     abduction     2.       Tlioronioter     showed     IH'' 
esophoria.      A  full  correction  was  ordered    for  constant  use, 
which  relieved  her  headache  completely  for  fourteen  months, 
when  they  returned.      She  again  consulted  ine,  ;ind  I  found 
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V.O.D.  W.  +  1.25  D.S.=iVi5 

V.O.S.   W.+    .75  D.S.C+-50D.C.  ax.  90^=i'  15 
The  refraction  in  O.S.  being  unchanged. 

I  gave  her  the  full  correction  for  O.D.,  which  again  com- 
pletely relieved  her  until  November,  1901,  when  she  again 
reported  having  had  occasional  headaches  for  the  last  month. 
Her  ametropia  at  this  time  seemed  to  require 

0.D.+  1.  D.S.C  +  -25  D.C.  ax.  15°  giving  1715  vision 
O.S.+.62D.S.C+.37  D.C.  ax.  90°  ""  ^\/r,  " 
This  correction  again  relieved  her  until  January,  1904, 
when  she  reported  having  had  several  severe  attacks  at  inter- 
vals of  only  a  few  days.  Homatropine,  which  had  been  quite 
satisfactory  in  the  past,  was  again  used.  The  test  indicated 
that  the  ametropia  had  not  changed.  Feeling  that  there 
must  be  some  change  that  the  homatropine  had  failed  to  in- 
dicate, I  prescribed  a  1  per  cent.  sol.  of  atropine  to  be  used 
three  times  daily  for  three  days.     I  then  found 

O.D.-hl.25  D.S.C  +  -50  D.C.  ax.    I5"=iVi5 
O.S. +1.25  D.S.C  +  -25  D.C.  ax.  165°="/i5 
The  full  correction  was  ordered,  which  has  given  complete 
relief. 

We  thus  have  one  case  in  which  the  careful  correction  of 
the  ametropia  gave  decided  relief,  but  did  not  cure.  One 
case  in  which  presbyopia  with  the  correction  of  the  ametropia 
gave  entire  relief.  One  case  in  which  inability  to  use  the 
eyes  on  account  of  pain  in  them,  as  well  as  the  fact  that  they 
brought  on  the  migraine,  Avas  relieved  by  correcting  the 
ametropia.  And  one  case  in  which  the  eyes  never  ached, 
where  the  migraine  was  completely  relieved  by  correcting  the 
ametropia,  but  where  it  promptly  returned  on  the  slightest 
change  of  the  refraction. 


Errata. — In  the  article  "Bullous  Keratitis,"  June  num- 
ber, 1904,  page  171,  read,  Descemet's  membrane  was  de- 
nuded of  its  endothelium,  instead  of  "epithelium"  as  printed. 
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THE  DETERIORATION  OF  VISION  DURING  SCHOOL 

LIFE.* 

By  ettie  sayer,  M.B.,  B.S., 

Assistant  Medical  Officer,  Board  of  Kdncation,  London  County  Conncil. 

THERE  are  nearly  a  million  children  attending  the  Board 
schools  in  London  and  such  large  numbers  of  these  had 
obvious  defects  of  vision  that  two  years  ago  the  Board  decided 
thorouffhlv  to  investigfate  the  condition  of  the  children's  eve- 
sight.  The  children  in  our  schools  are  devided  into  three 
departments  : 

1.  Boys     between  8  and  14  years  of  age. 

2.  Girls  "         8    "     14     "      "     " 

3.  Infants      "         4    "       8  of  both  sexes. 

The  work  was  carried  out  on  purely  scientific  principles. 
A  child  was  taken  to  have  normal  vision  who  distinguished 
objects  subtending  an  agle  of  one  minute,  this  being  deter- 
mined by  the  ability  to  recognize  letters  9  millimetres  square 
from  a  distance  of  six  metres.  Only  children  in  the  boys' 
and  girls'  departments  were  to  be  included  in  the  test,  and  it 
may  be  briefly  stated  that  10  per  cent,  of  boys  and  1 1  per 
^ent.  of  girls  on  an  average  throughout  school  life  were 
found  to  have  such  serious  defects  of  vision  that  their  visual 
acuity  was  ''/js,  or  worse. 

In  addition  to  this  I  last  summer  very  carefully  tested  the 
visual  acuity  of  1,804  infants  between  (i  and  8  j^ears  old, 
100  of  each  sex  for  every  three  months  increase  of  age. 
With  children  younger  than  this  it  was  impossible  to  get 
trustworthy  results. 

As  a  large  number  of  these  infants  did  not  yet  know  their 
letters,  the  letter  E  was  made  in  various  sizes  and  positions 
to  correspond  with  Snellen's  test  types,  %,  ^24*  etc.  The 
infant  was  placed  six  metres  away,  given  a  large  Yj  to  hold, 
and  told  to  turn  it  in  the  same  direction  as  the  one  indicated 
— upwards,  downwards,  backwards  or  forwards — and  re- 
warded with  a  sweet  every  time  it  got  it  the  right  way  upon 
the  first  trial. 

The  results  were  very  surprising,  for  it  was  found  that  at 
exactly  six  years  of  age  81  per  cent,  could  read  ''/e  with  each 

•  Paper  read  at  the  International  Congress  of  School  Hygiene  at 
Nflremberg,  1904. 
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■eye  separately,  and  only  3.5  per  cent,  had  such  serious 
defects  that  they  could  only  see  ^  is.  The  defects,  however, 
steadily  increased  with  every  quarter  of  a  year  of  age,  until 
at  8  years  old  only  77  per  cent,  could  see  %  with  each  eye, 
whilst  8  per  cent,  had  serious  defects. 

These  results  were  so  contrary  to  statistics  published 
hitherto  that  Dr.  Kerr,  the  Principal  Medical  Officer  to  the 
Board,  suo^orested  submitting  a  large  number  to  re-examination 
by  the  ordinary  methods,  and  he  and  I  together  went  over 
them.  It  was  now  found  that  when  tested  with  the  ordinary 
Snellen's  test  types  a  much  larger  number  apparently  had 
bad  vision,  but  with  this  method  of  E  the  vision  of  infants 
was  as  is  stated  above. 

The  reason  for  this  difference  I  shall  endeavor  to  prove  is 
simply  that  the  higher  brain  centers  are  as  yet  undeveloped, 
and  that  the  methods  hitherto  employed  for  testing  the  eye- 
sight of  very  young  children  have  been  at  fault.  Defective 
visual  acuity,  in  short,  has  been  confused  with  want  of  per- 
ception by  the  brain,  and  the  serious  defects  among  children 
aged  (i  years  are  onh'  3  per  cent.,  a  percentage  which  steadily 
increases  until  at  11  years  old  it  reaches  11  per  cent.,  and 
then  gets  somewhat  better  again. 

This  great  deterioration  is  extremely  serious.  The  eye 
being  the  chief  inlet  for  knowledge  it  means  at  least  25,000 
children  are  being  seriously  handicapped  in  all  their  pursuits. 
The  shortsighted  child  cannot  see  the  blackboard,  a  ball  in 
play  conies  suddenly  out  of  nowhere,  a  human  face  is  an  ex- 
pressionless patch,  and,  never  seeing  its  expression,  he  grows 
up  without  any  power  of  estimating  character  from  obser- 
vation. As  he  does  not  care  to  look  at  what  he  cannot  see 
his  chief  delight  is  to  pore  over  a  book.  This,  as  I  shall 
show,  only  increases  his  defect  of  vision,  and,  moreover,  since 
he  sits  all  doubled  up  with  his  head  bent  low  over  the  book, 
the  movements  of  respiration  are  hampered,  which  predisposes 
him  in  after  life  to  organic  diseases  of  the  heart  and  lungs. 

Therefore,  it  is  of  the  utmost  importance  to  discover  what 
is  the  cause  of  the  deterioration  of  vision,  and  to  prevent  it 
or  cure  it  as  the  case  may  be. 

Normal  Changes  in  the  Eye  from  Birth  to  Old  Age. — A 
normal  eve  is  one  in  which  the  focal  length  of  the  lens  at  rest 
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is  equal  to  the  axial  length  of  the  eyeball  posterior  to  the 
lens,  and  in  which  the  retina  is  of  normal  structure  and 
sensitiveness  to  receive  the  disturbances  and  vibrations  of 
ether  known  as  light.  Given  these  conditions  a  perfect  im- 
age is  thrown  on  the  retina  from  every  object  which  is  placed 
in  front  of  it  at  a  sufficient  distance  for  rays  of  light  from  it 
to  arrive  on  the  front  of  the  eye  practically  parallel.  In 
order  that  correct  images  of  near  objects  should  be  accurately 
focussed  onto  the  retina  the  normal  eye  possesses  three  fac- 
ulties:  (1)  Adaptation,  (2)  accommodation,  (3)  converg- 
ence. The  intelligent  appreciation  and  interpretation  of 
things  visible,  however,  is  a  function  of  the  very  highest 
order,  necessitating  not  only  that  the  eye  should  be  perfect 
as  an  optical  instrument,  but  in  addition  that  the  higher  vis- 
ual centers  situated  in  the  occipital  cerebral  cortex  and  else- 
where in  the  brain  should  be  fully  developed  and  in  good 
physiological  working  order. 

The  changes  which  occur  in  the  e3'e  itself  during  life  are 
chietl}'^  concerned  with  accommodation  which  depends  partly 
on  muscular  contraction  and  partly  on  the  elasticity  of  the 
lens.  If,  therefore,  that  elasticity  is  diminished  (as  it  is  in 
old  age)  bej'ond  a  certain  point,  accommodation  will  fail. 
The  eyeball  in  infancy  is  short  or  flat  and  hypermetropic,  but 
the  lens  is  relatively  larger,  more  hemispherical,  and  much 
more  elastic  than  it  is  in  after  life;  therefore  its  am})litude 
of  accommodation  is  greatest  at  birth — so  much  so  that  the 
shortness  of  the  eyeball  is  then  more  than  compensated. 
By  about  11  years  of  age  the  e^'eball  has  grown  and  elongated 
so  as  to  be  emmetropic — that  is  to  say,  the  focal  length  of 
the  lens  equals  the  length  of  the  posterior  chamber. 
Throughout  life  the  elastic  tissue  in  the  whole  of  the  body 
gradually  lessens,  and  the  elastic  tissue  in  the  coats  of  the 
eyel)all  shrinks,  causing  it  to  become  somewhat  flatter  again. 
The  lens  itself  loses  its  elasticity  most  markedly  and  steadily, 
and  with  this  loss  the  amplitude  of  accommodation  gradually 
diminishes  until  by  the  age  of  ;')()  the  normal  eye  is  in(a|)able 
of  accommodating  for  objects  nearer  than  10  inches. 

Chanr/es  during  Life  in  f/ie  ]^i8ual  Centers  of  llx  livoin. 
— The  dissociation  between  the  reception  of  visual  impressions 
by  the  eye  and   the  perception  of   them   by    the   brain   is  a 
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matter  of  everyday  experience.  Who  is  there  amongst  us 
that  has  not  at  some  time  or  other  pulled  out  a  watch,  looked 
at  it,  and  after  replacing  it  in  the  pocket  realized  that  the 
time  had  not  been  noticed?  There  is  a  distinct  remembrance 
of  the  facepiece  having  been  impressed  upon  the  retina,  but 
owing  to  the  ultimate  visual  cerebral  centers  or  the  passages 
to  these  centers  having  been  obstructed  by  thoughts  or 
cerebration  on  other  subjects  the  details  of  the  facepiece  of 
the  watch  passed  unnoticed,  and  failed  to  arouse  any  con- 
sciousness of  their  significance. 

Somnambulism  is  another  familiar  example  of  the  cutting 
off  of  these  higher  from  the  lower  centers.  Here  all  actions 
are  performed  automatically,  visual  impressions  being  re- 
ceived and  acted  upon  without  the  concurrence  of  conscious 
thought.  The  young  infant,  whose  higher  centers  are  only 
partially  developed,  will  be  unable  to  explain  which  letter  is  D 
and  which  is  G  and  to  give  a  name  to  them,  but  yet  the  eye 
may  be  capable  of  receiving  a  perfectly  accurate  visual  im- 
pression, and  by  exercising  the  faculty  of  mimicry  (which  is 
developed  extremely  early  and  is  present  in  several  of  the 
lower  animals),  it  may  copy  the  position  of  an  E  held  up  to 
it  every  time  it  receives  the  impresaion ;  especially  will  it  do 
this  if  its  sympathies  are  engaged  by  its  being  rewarded  every 
time  it  gets  the  position  right  on  the  first  trial. 

The  progress  of  the  development  of  these  liiger  centers  is 
best  watched  by  noticing  the  development  of  the  fusion 
facult}' — that  psychical  blending  of  the  two  sets  of  visual 
impressions  when  the  two  eyes  act  together  as  a  pair  which 
produces  binocular  vision.  A  newborn  child  fixes  a  light 
from  a  mirror  flashed  into  its  eye  only  momentarily,  therefore 
the  fixation  must  be  purely  reflex.  In  two  or  three  weeks 
it  fixes  it  for  two  or  three  seconds,  but  does  not  converge 
accurately.  It  is  only  by  the  fifth  or  sixth  month  that  experi- 
ments with  prisms  show  a  distinct  desire  for  binocular  vision. 

During  the  first  few  months  want  of  control  by  the  higher 
centers  resulting  in  muscular  incoordination  causes  the  move- 
ments of  the  eyes  to  be  uncertain,  the  slightest  disturbance, 
even  a  flatulence,  causing  one  or  other  eye  to  deviate.  But 
by  the  end  of  the  first  year  the  desire  for  binocular  vision  is 
so  strong  that  unless  there  is  some  insuperable  obstacle  the 
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vision  of  one  eye  will  be  suppressed  in  preference  to  enduring 
diplopia.  Experiments  with  Worth's  amblyoscope  prove 
that  this  fusion  faculty  is  not  fully  developed  normally  until 
the  sixth  or  seventh  year.  Therefore  the  higher  centers 
cannot  be  developed  until  then. 

The  Cause  of  the  Rapid  Deterioration  of  Vision  During 
School  Life. — At  6  years  of  age  3  per  cent,  have  seriously 
bad  vision,  and  88  per  cent,  can  see  %  with  each  eye;  at  11 
3' ears  of  age  11  per  cent,  have  seriously  bad  vision,  and  only  58 
per  cent,  see  Ye  with  each  eye.     The  rest  have  slight  defects. 

In  farming  districts,  where  vocations  demand  no  accurate 
vision,  no  necessity  for  care  of  the  eyes  arises;  but  if  chil- 
dren from  these  communities  are  sent  to  school  the  problem 
of  how  to  prevent  injury  to  the  eyes  soon  obtrudes  itself  by 
the  appearance  of  headache,  pain  in  the  eyes,  impaired  vision, 
undue  se.nsitlveness  to  light,  and  increased  lacrimation. 
Examination  reveals  tonic  cramp  of  accommodation  and 
hyperoemia  of  the  optic  nerve,  choroid  and  retina.  These 
symptoms  subside  under  rest  and  recur  when  work  is  resumed. 

If  accommodation  and  convergence  are  not  sufficient  to 
overcome  the  hypermetropia  of  infancy,  the  child  brings  its 
eyes  very  low  down  onto  its  work,  as  the  larger  retinal  image 
and  increased  illumination  more  than  compensate  for  the  less 
accurate  definition  and  the  muscles  of  accommodation  are 
strained  to  the  utmost.  A  sustained  and  strenuous  effort  is 
demanded  of  all  the  ocular  muscles.  The  continuous  con- 
traction of  the  internal  recti  renders  them  liable  to  overpower 
their  antagonists  and  become  a  factor  in  the  causation  of 
squint.  More  im}K)rtant  is  the  pull  which  the  nniscles  of 
accommodation  exert  upon  their  points  of  insertion ;  they 
distort  the  eyeball  and  tend  to  lenghten  it  antero-posteriorly. 
This  elongation  produces  myopia,  which  when  caused  in  this 
way  is  more  likely  to  attain  a  high  degree  :ind  l)0('()nH'  ulti- 
mately perilous  than  when  it  existed  as  an  original  })roportion. 
All  recorded  cases  which  have  passed  from  hypermetropia  to 
myopia  have  done  so  by  astignuitisni,  no  one  having  l)0('n 
emmetropic  at  any  stage. 

The  small  or  hy|iermctropic  eye  is  always  found  in  ani- 
nials,  in  infants,  in  uncivilized  races,  and  in  those  who  pass 
their  lives  in  eniploynients  of  the  grosser  sort,  whilst  myopia 
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is  almost  unknown  under  these  conditions  of  life.  It  is  with 
the  greatest  rarity  that  the  adult  Indian  outgrows  his  hyper- 
nietropia.  Unfortunately  I  did  not  take  statistics,  but,  when 
doing  a  large  practice  amongst  Kaffirs,  I  was  never  once 
consulted  about  short  sight,  or  even  asthenopia. 

Myopia  results  only  under  the  stress  of  those  employments 
which  require  the  protracted  use  of  the  eyes  for  near  work. 
Half  a  century  ago  Professor  Donders  laid  down  the  law  that 
"the  myopic  eye  is  a  diseased  eye."  Myopia  increases 
steadily  with  the  progress  of  pupils  in  school ;  it  is  the  char- 
acteristic of  the  student  or  of  the  artisan  who  began  accurate 
near  work  early  in  life.  Among  the  compositors  of  Breslau, 
Cohn  found  that  no  less  than  51  per  cent,  had  myopia. 
Risley  found  the  same  great  percentage  among  the  compos- 
itors and  brass-founders  of  Philadelphia.  Among  the  stud- 
ents in  various  German  universities  Cohn  .found  '22  per  cent, 
to  28  per  cent,  were  myopes.  Erisman  showed  that  among 
1,245  myopic  children  in  St.  Petersburg,  only  5  per  cent, 
were  free  from  pathological  conditions  of  the  choroid. 
Horner  kept  1,875  myopes  under  observation,  and  no  less 
than  34  per  cent,  developed  the  greatest  complications  later 
on,  such  as  htemorrhages  into,  or  detachment  of,  the  retina, 
optic  atrophy,  etc. 

Indications  for  Treatment. — A  child  compelled  to  strug- 
gle with  a  sio:n  is  nesliffent  of  the  thins  signified.  Its  nervous 
energies  cannot  be  directed  into  two  channels  at  the  same 
time.  Therefore  if  its  senses  are  defective  it  cannot  take 
the  full  advantage  of  its  education. 

The  public  duty  of  providing  an  education  which  is  to  be 
the  preparation  for  the  child's  afterlife  should  include  the 
duty  of  ascertaining  whether  that  education  is  likely  to  inflict 
serious  and  permanent  physical  injury  upon  it. 

It  is  only  reasonable  to  expect  some  degree  of  physical 
deterioration  will  result  from  depriving  the  child  of  its  free- 
dom and  confining  it  to  lessons,  and  since  the  feye  is  the 
organ  upon  which  the  greatest  strain  falls,  it  will  be  the  eye 
which  is  most  likely  to  suffer. 

All  eyes  should  be  tested  immediately  on  the  child  begin- 
ning its  education :  ( 1)  As  to  visual  acuity  ;  (2)  as  to  rapidity 
of  perception;    (3)  as  to  color  blindness. 
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All  children  whose  visual  acuity  is  subnormal  should  be 
atropined  at  once,  and  if  there  is  any  excessive  degree  of 
hj^permetropia  simple  plus  lenses  should  be  worn  until,  it  is 
outgrown.  Spectacles  for  them  should  be  regarded  not  as 
an  evil,  but  as  a  temporary  protection  against  the  evil  of 
defective  vision. 

"With  regard  to  commencing  myopia,  it  is  very  question- 
able whether  the  child  should  be  allowed  to  continue  its 
studies  at  all.  Certainly  no  more  near  work  should  be  done 
than  is  absolutely  necessary.  A  special  curriculum  should  be 
devised  for  these  children  which  will  fit  them  for  a  genial 
career  in  after  life  and  not  involve  any  strain  on  the  eyes. 

Children  with  errors  of  refraction  always  get  as  near  to 
their  work  as  possible.  The  hypermetrope,  to  get  a  larger 
image;  the  myope,  to  get  any  image  at  all — spectacles  may 
do  away  with  the  necessity,  but  the  objectionable  habit  may 
be  formed.  The  thing  to  do  is  to  use  a  face  rest  which  will 
keep  the  face  at  least  10  inches  off  the  book. 

Squint  occurs  when  there  is  an  error  of  refraction  com- 
bined with  a  defect  in  the  "fusion  faculty.'"  I  have  found 
it  present  in  4.5  per  cent,  of  children  under  8  years  of  age. 
It  is  of  the  utmost  importance  to  cure  squint  with  the  greatest 
speed  as  early  as  possible.  Before  the  child  is  6  j'ears  old  it 
is  eas}'  to  do  so  by  correcting  the  refraction  and  training  the 
fusion  faculty  with  Worth's  amblyoscope.  After  this  it  is  a 
matter  of  considerable  difficulty.  Only  30  per  cent,  of  squints 
can  be  cured  by  glasses  alone,  the  rest  requiring  operative 
treatment,  etc.  Squinting  eyes  become  aml)lyopic  from  con- 
tinued suppression  of  vision  to  prevent  diplopia. 

Color  sense  is  as  often  untrained  as  absent,  therefore 
attempts  should  be  made  to  develop  it. 

The  Type  of  Children  s  BonJcs. — It  has  already  been 
most  ably  pointed  out  by  Dr.  Kerr  that  pens,  i)cnc'ils,  paper, 
etc.,  are  utterly  out  of  place  in  an  infant's  school.  They  are 
much  too  minute.  Infants  should  only  be  allowed  to  chalk 
on  cardboard.  Heading  should  be  learned  from  the  black- 
board. Every  child  in  a  ()-year-old  class  should  be  able  to 
j)riiit  its  name  in  Ci-iiich  letters  on  the  blackboard  with  a  free 
arm.  Fine  writing  should  be  al)solutely  forbidden.  In 
order  to  l)e  distinguished,  the  letters  must    subtend   an  angle 
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of  at  least  5  minutes,  and  the  lines  of  which  they  are  com- 
posed at  least  1  minute.  This  requires  the  utmost  endeavor 
of  an  emmetrope,  being  the  limit  of  normal  acuity  of  vision. 
Therefore  it  is  obvious  that  a  hypermetropic  infant  should 
not  be  set  to  small  print.  At  no  time  during  school  life 
should  type  smaller  than  pica  be  used. 

Parents  among  the  lower  orders  are  so  astoundingly 
ionorant  with  regard  to  the  care  of  their  children's  evesight, 
that  it  is  impossible  to  rely  on  them  to  get  defects  attended 
to.  They  invariably  imagine  the  child  will  in  time  "grow 
out  of"  any  defect.  Glasses  they  regard  as  a  distigurement 
worse  than  sore  eyes,  or  else  as  an  adornment  for  Sundays. 
Many  children  also  run  grave  risks  by  their  parents  taking 
them  to  sight-testing  establishments,  certified  opticians,  etc., 
who  are  rightly  prevented  by  law  from  using  atropine,  and 
who  therefore  prescribe  wrong  glasses. 

COXCLUSIOX. 

No  child's  eyes  were  intended  by  Nature  to  undergo  the 
strain  of  accommodating  over  lessons  for  six  or  seven  hours 
everv  day  of  their  lives  between  4  to  14  years  of  age. 

If,  however,  compulsory  education  enforces  it,  it  becomes 
the  duty  of  the  Board  of  Education  annually  to  separate 
those  20,000  children  or  more  whose  vision  is  so  defective 
that  they  are  unfit  physically,  to  devise  for  them  a  specially 
modified  curriculum,  and  to  provide  them  with  glasses  if  their 
parents  are  too  poor  or  too  ignorant  to  do  so.  This  is  the 
tvpe  of  case,  common  enough,  I  am  referring  to : 

Boy,  aged  13;  rest  of  his  class  I  examined  yesterday,  but 
he  was  absent,  as  he  stopped  at  home  to  help  his  mother 
(who  is  a  widow  with  five  younger  children)  do  the  washing. 
He  suffers  from  headaches,  squints,  sees  double,  and  has 
blepharitis.  His  class  is  at  present  doing  algebra,  a  subject 
in  which  he  makes  no  progress,  as  sometimes  the  figures  are 
all  a  blur  and  at  others  they  jump  about. 

Such  children  are  as  unfit  to  become  students  as  cripples 
are  to  become  soldiers. 

-  There  is  plenty  of  skilled  manual  work  to  be  done  by  the 
class  which  is  so  poor  that  the  public  has  to  pay  for  their 
education,  and  they  should  be  tought  from  their  earliest 
infancv  to  regard  this  as  their  special  lot  in  life. 


210  Prof.  Xiiel. 

For  if  the  child  with  defective  vision  has  its  weak  eyes 
overstrained,  not  only  does  he  as  an  individual  suffer,  but 
also  future  generations,  to  whom  the  welfare  of  the  nation  is 
to  be  entrusted,  it  being  a  well-proved  fact  that  there  is  no 
defect  more  likely  to  be  transmitted  from  parent  to  child  than 
that  of  defective  eyesight. 


ON  SYMPATHETIC  AMBLYOPIA.* 
By  prof.  NUEL, 
liegp:. 

Translated  by  Adolf  Alt,  M.D. 

AT  this  period  the  Academy  is  especially  concerned  in 
traumatic  neuroses.  *  *  It  is  therefore  not  out  of 
the  way  for  me  to  speak  to  you  about  an  eye  affection  which 
is  kin  to  the  traumatic  neuroses.  I  mean  the  sympathetic 
amblyopia,  the  clinical  features  of  which  I  have  described  in 
1897. t  I  may  be  the  more  allowed  to  recur  to  this  affection 
as  it  is  far  from  being  admitted  by  all  authors. 

Ocular  and  visual  troubles  make  quite  frequently  an  im- 
portant part  of  the  symptoms  of  traumatic  neuroses,  partly 
as  such  and  partly  because  their  careful  study  is  one  of  the 
best  means  to  control  the  patient's  veracity. 

The  visual  symptoms  in  a  traumatic  neurosis  consist  chietly 
of  a  marked  diminution  of  the  visual  acuity,  in  a  moderate 
diminuation  of  the  visual  field  and  in  the  rapid  fatigue  of 
the  eye.     Moreover,  they  are  bilateral  and  symmetrical. 

The  symptoms  of  the  sympathetic  amblyopia,  as  we  shall 
see,  consist  nearly  solely  of  those  of  the  traumatic  neuroses. 
It  attacks  an  eye  whose  fellow  has  been  lost  by  an  injury; 
wc  might,  therefore,  look  upon  it  as  a  traumatic  neurosis. 

On  the  other  hand  the  sympathetic  amblyopia  shows  a 
certain  relationship  with  the  true  sympathetic  ophthahnia. 

When  we  described  this  affection  we  especially  dwelled 
upon  this  likeness.  Our  first  communication  was  l)ased  on 
the  prolonged  observation  of  sixteen  cases.  We  still  observe 
some  of  these  cases.  Since  then  we  have  seen  another  half 
dozen  of  such  cases,   four    of   which    we   have  been  able    to 

•  Bulletin  de  racademie  royale  de  Mi-diclne  de  Belgiqiie. 
tl)<^  ramhj'opie  8yinpath(5tique,  Arch,  cropht.,  March,  lS!t7. 
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follow  up  very  closely.     Thus  we  are  enabled  to  control  our 
former  work  and  revise  it  if  necessary. 

We  said,  the  disease  is  sympathetic,  in  the  sense  that  one 
eye  becomes  diseased  because  its  fellow  has  been  injured. 

Period  of  the  beginning  of  the  affection. — The  true  sym- 
pathetic ophthahnia  begins  most  frequently  one  or  two 
months  after  the  injury  to  the  sympathizing  eye.  Our  am- 
blyopia appears  very  frequently  at  a  later  date. 

Initial  symp)tonis. — At  first  there  is  amblyopia  without 
any  ophthalmic  symptoms.  Usually  the  patient  for  months 
complains  of  momentary  obscurations  of  vision,  which  come 
on  especially  when  he  wants  to  use  his  eyes.  The  visual 
acuity  is  slightly  diminished  and,  perhaps,  even  now  a  small 
narrowing  of  the  visual  field  may  be  found.  Sometimes  there 
is  slight  photophobia.  The  patient  may  also  complain  of 
photopsiffi,  even  with  pain.  Most  frequently  there  are  vague 
pains  in  the  forehead  and  temples. 

After  a  prolonged  rest  these  symptoms  may  disappear. 
Yet,  a  cure  takes  a  long  time,  and  the  affection  is  of  a  serious 
nature. 

In  the  presence  of  such  symptoms,  especially  when  the 
visual  field  is  not  much  narrowed,  the  physician  can  not  help 
suspecting  simulation,  especially  if  it  concerns  a  working  man 
who  is  insured  against  accidents.  We  may  add  that  the  final 
course  of  the  disease  allows  this  suspicion  to  linger  for  a  long 
time  in  the  mind  of  the  physician. 

Symptoms  of  the  confirmed  aff^ection. — Meanwile,  after 
many  alternating  improvements  and  relapses  the  affections 
become  more  grave.  The  visual  acuity  falls  to  Y5,  ^ jyi  and 
less,  in  exceptional  cases  so  low  that  fingers  can  hardly  be 
counted  at  1  metre.  Then  the  visual  field  is  always  notably 
circularly  reduced*  to  15°  or  even  10'',  and  the  color  sense  is 
defective  also. 

Meanwhile,  the  ophthalmoscopic  appearance  of  the  fundus 
is  normal.  Later  on,  especially  when  the  amblyopia  attains 
a  marked  degree,  we  see  sometimes:  (a)  a  slight  papillary 
trouble  (neuritis?);  (6)  a  distinct  pallor  of  the  temporal 
half  of  the  papilla,  almost  like  that  due  to  alcohol  and  tobacco 
poisoning;    (c)  rarely  a  certain  degree  of  perivasculitis  in  the 

*  We  do  not  insist  here  on  the  effective  precautions  to  prevent  an 
eventual  simulation  of  a  reduced  visual  field. 
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papilla;  (fZ)  sometimes  a  slight  dilatation  of  the  retiual  veins. 
In  the  beginning,  the  pupillary  reaction  to  light  is  usually 
normal.  Later  on,  the  pupil  is  slightly  dilated  and  reacts 
sluggishly. 

Thus  the  affection  may  go  on  for  months  and  3'ears  with 
alternating  improvements  and  aggravations.  We  have  in  rare 
cases  seen  it  disappear  altogether,  not  even  leaving  a  defect 
in  vision  behind.  After  years  the  condition  may  become 
stationary  with  a  more  or  less  pronounced  amblyopia.  We 
have  never  seen  total  blindness  resulting  from  it. 

We  have  lately  seen  the  cases  2,  5  and  6  of  our  former 
report  of  1897.     These  patients  are  virtually  unchanged. 

As  new  observations,  we  will  relate  the  following  ones 
taken  from  a  half  dozen  which  we  have  encountered  since 
1897.      [Here  follow  four  typical  cases.] 

These  cases  absoluteh^  confirm  the  clinical  picture  which 
we  have  given  in  1897  of  the  sympathetic  amblyopia.  The 
first  one  is  one  in  which  the  injured  eye  was  not  opened. 
The  third  is  an  example  of  a  great  and  definite  reduction  in 
visual  acuity.  Finally,  the'  fourth  is  an  example  of  a  cure 
with  absolute  restoration  of  visual  acuity. 

Acute  forms  of  symj^atJietic  anihhjopia. — A  moderate  de- 
gree of  photophobia  is  often  seen  in  the  commoner  forms  of 
this  disease,  as  we  have  described  them  before.  Just  now 
we  are  observing  with  Dr.  Rutten  a  case  which,  perhaps, 
belongs  to  the  category  of  diseases  which  we  have  seen,  but 
which  is  peculiar  on  account  of  the  intense  photophobia  and 
persistent  photopsife.  It  seems  that  we  have  here  a  more 
acute  form  of  sympathetic  amblyopia. 

W.  P.,  miner,  on  Dec.  2Gth,  1902,  had  one  eye  injured 
by  coal  dust.  A  purulent  keratitis  resulted  in  keratomalacia 
and  loss  of  nearly  the  whole  of  the  cornea.  Panophthalmitis 
threatened.  The  emicleation  of  this  eye  resulted  in  {)rolongcd 
cessation  of  all  pathologic  symptoms.  March  2(>th,  suddenly 
grave  .symptoms  appeared.  Severe  amblyopia;  fingers  at  1  'j 
metres  only.  Violent  photophobia  and  painful  photopsiiv 
with  headache.  I  saw  the  patient  for  the  first  time  at  this 
stage.  In  spite  of  the  photophobia  I  succeeded  with  an  oph- 
thalmoscopic examination;  the  eye  was  einnietro|)ic  and  the 
fundus  normal.  The  visual  field  was  redncetl,  especially  out- 
ward and  downward.      Hv  means  of  rest  in  the  dark,  smoked 
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glasses  and  bromide  of  potassium,  the  excitement  of  the  eye 
cooled  down,  but  very  slowly.  The  visual  acuity  rose  in 
three  months  to  ^30-  Since  then  the  patient  could  do  some 
light  surface  work.  A  month  later  complete  relapse.  He 
had  to  stop  all  work.  Till  to-day  these  improvements  and 
relapses  have  alternated.  Just  now  he  has  a  very  violent 
relapse.  The  photophobia  forbids  an  ophthalmoscopic  exam- 
ination, even  with  cocaine  instillations.  Photopsif^?  are  con- 
stant; the  headache  is  very  severe,  with  remissions.  The 
visual  field  seems  intact ;  of  course,  a  not  too  excessive  con- 
tracted field  might  remain  unnoticed  on  account  of  the  ex- 
treme photophobia  with  blepharospasm.  The  visual  acuity 
is  only  yi2  of  normal. 

This  affection  is  very  like  the  common  forms  of  sympa- 
thetic amblyopia,  except  that  both  photophobia  and  photopsife 
are  of  extreme  severity.  We  might,  therefore,  consider  it 
as  an  acute  form  of  sympathetic  amblyopia.  On  the  other 
hand,  by  the  violence  of  its  symptoms  and  the  nervous 
excitement  it  comes  rather  near  certain  forms  of  traumatic 
neurosis.  We  prefer  not  to  give  a  final  opinion.  Whatever 
their  cause,  these  are  exceptional  cases,  and  infinitely  more 
rare  than  the  cases  previously  described. 

Compared  with  true  sympathetic  ophthalmia,  this  ambl}- 
opia  develops  much  later,  mostly  months,  sometimes  a  year 
after  the  injury. 

Condition  of  the  sympathizing  eye. — In  most  cases,  if  it 
has  not  been  enucleated,  the  injured  eye  shows  no  symptoms 
of  irritation;  it  is  mostly  a  "quiet"  eye.  Some  were  atro- 
phic, others,  although  seeing  a  little,  showed  a  grave  affection 
of  the  optic  nerve  (neuritis).  The  visual  field  was  reduced, 
and  the  eye  was  becoming  amaurotic.  Several  of  these  eyes 
had  never  been  perforated  and  showed  no  signs  of  infection. 
Some  of  these  sympathizing  eyes  had  recently  been  enucleated. 

Prognosis. — In  general  the  prognosis  is  benign,  in  that 
the  affection  does  not  lead  to  total  blindness.  Yet  it  is  one 
of  the  orravest  affections  on  account  of  its  long  duration  with 
its  many  improvements  and  relapses.  The  working  capacity 
of  such  patient  is  frequently  forever  annihilated.  In  the 
beginning  the  visual  acuity  may  be  comparatively  good,  but 
the  obscurations  produced  by  the  application  of  the  eyes 
prohibit    serious    work,   and   especially  continued  work.     If 
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after  a  real  improvement  work  is  resumed,  a  relapse  soon 
makes  its  appearance. 

Diagnosis. — This  is  easy  enough,  but  is  not  definite  until 
after  a  prolonged  observation  of  the  patient.      *     *     *      * 

Treatment . — The  great  remedy  in  these  cases  is  rest  and 
smoked  glasses.  Mercurial  inunctions  seem  favorable.  We 
do  not  believe  that  enucleation  is  of  as  fortunate  results  as  it 
is  in  the  classic  sympathetic  ophthalmia  of  the  authors. 

Pathogenesis. — The  whole  process  and  symptomatology 
of  these  cases  speaks  against  microbic  nature,  while  the  sym- 
pathetic iridocyclitis  and  neuroretinitis  have  altogether  the 
character  of  microbic  diseases. 

But  is  this  really  a  sj'mpathetic  affection?  Since  now-a- 
days  we  can  no  longer  doubt  the  microbic  nature  of  sympa- 
thetic ophthalmia,  there  is  a  tendency  to  exclude  this  ambly- 
opia from  the  class  of  sympathetic  diseases.  More  than  one 
author  is  tempted  to  reject  it  as  a  traumatic  neurosis.  It 
would  then  be  a  traumatic  neurosis  of  one  eye,  provoked  by 
an  injury  to  its  fellow. 

The  traumatic  neurosis  has  a  broad  back.  Since  its  real 
nature  is  unknown,  we  enter  under  this  head  a  multitude  of 
heterogenous  affections,  just  as  every  diminution  of  vision 
without  known  cause  is  called  an  ambh'opia.  *  *  *  * 
The  fact  that  this  disease  is  counted  among  the  two  clinical 
categories  as  undetermined,  as  the  "traumatic  neurosis"  and 
the  "amblyopiae,"  shows  us  that  we  know  nothing  as  re- 
gards its  pathogenesis  and  pathological  physiology. 

The  traumatic  neurosis,  independent  of  its  traumatic 
origin,  is  generally  characterized,  (1)  by  there  being  no  gross 
anatomical  lesion,  and  (2)  by  a  certain  diffusion  of  symptoms, 
that  is,  that  the  localizations  vary  in  the  same  individual. 

In  this  direction  our  affection  is  distinct  from  the  neuroses. 
There  is,  in  fact,  a  fixation  of  symptoms,  and,  then,  in  the 
cases  of  old  lesions  we  find  little  pronounced,  it  is  true,  but 
nevertheless  quite  real  changes  in  the  optic  papilla.  There- 
fore, the  affection  belongs  rather  to  the  amblyopias. 

We  have  still  to  prove  the  sympathetic  character.  Those 
who  most  protest  against  this  adjective,  do  so  because  of  a 
certain  theory  which  they  form  for  themselves  concerning 
sympathetic  affections  in  general,  liut  this  is  a  rather  illogical 
procedure.      An     affection     is    called    sympathetic     because 
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the  fellow  eye  has  been  injured  and  when  the  injury  has  not 
at  the  same  time  exerted  any  influence  on  the  eye  secondarily 
diseased.  What  goes  beyond  this  definition  is  hypothetical. 
If  we  apply  this  criterion  to  our  affection,  it  surely  deserves 
the  name  of  "sympathetic."  Yet,  we  acknowedge  on  the 
whole  that  at  present  this  question  is  as  yet  not  definitely 
settled. 

In  our  ignorance  of  the  pathogenesis  of  sympathetic 
amblyopia  we  have  risked  the  following  hypothesis,  or,  if  it 
pleases  better,  the  following  theory. 

It  is  a  frequent  observation  that  the  sympathizing  eye 
suffers  to  a  larger  or  smaller  degree  from  a  neuritis  caused 
by  a  hyperplasia  of  the  interstitial  tissues  (neuroglia,  etc.) 
of  the  optic  nerve  of  the  sympathizing  eye,  which  hyperplasia 
leads  to  sclerosis  of  the  nerve.*  This  sclerosis  in  most  cases 
does  not  reach  beyond  the  optic  foramen.  But  could  it  not 
under  certain  circumstances  reach  the  chiasma  and  produce 
atrophy  of  the  optic  nerve  fibers?  In  the  chiasma  the  fibers 
of  the  two  nerves  are  most  intimately  interwoven.  And,  if 
the  sclerosis  of  the  nerve  of  the  injured  eye  should  reach  it, 
it  must  compress  the  fibers  of  the  fellow  eye  and  injure  them 
more  or  less.  It  will  be  conceded  that  the  general  progress 
and  the  symptoms  of  the  disease  agree  perfectly  with  this 
hypothesis. 

But  let  us  stop  on  the  road  of  suppositions,  as  plausible 
as  thev  mav  seem.  Our  principal  object  is  to  have  sketched 
the  clinical  appearance  and  reality  of  a  grave  affection  of 
vision  which  interests  most  seriously  the  laborer  as  well  as  the 
responsibility  of  the  employer  in  case  of  an  accident  during 
work.  AYhatever  may  be  the  nature  of  the  pathological  pro- 
cess, which  further  investigation  will  surely  make  clear,  we 
hope  to  have  established,  against  all  protests,  the  reality  of 
the  clinical  entity  to  which  we  have  given  the  name  of  sym- 
pathetic amblyopia,  and  the  practical  importance  of  which  is 
evident.  And  this  is  true,  even  if  later  our  hypothesis  of  the 
pathogenesis  of  the  affection  should  prove  erroneous,  even  if 
it  should  be  found  that  this  affection  must  be  held  separate 
from  the  sympathetic  ophthalmias  and  be  counted  one  of  the 
traumatic  neuroses. 

*See  our  paper  entitled  "On  the  neuroglia  in  optic  neuritis,""  Bull,  de 
Tacademie  de  medicine  de  Belgique,  v.  xiv,  1900. 
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John  Tweedy,  F.R.C.S.,  President,  in  the  Chair. 

Thnrsday,  June  0th,  1904. 

Primary  Optic  Atrophy  due  to  Lead. 

Mr.  Simeon  Snell  (Sheffield)  related  a  case  occurrins;  in 
a  boy  aged  16.  The  sight  had  commenced  to  fail  for  rather 
more  than  a  year  before  the  patient  was  tirst  seen  in  October, 
1903,  and  had  rapidly  become  worse  during  the  past  three 
months.  The  vision  was :  right,  -/eo;  and  left,  Yeo;  both 
optic  papilltfi  were  white  and  atrophic  but  did  not  suggest 
preceding  neuritis.  The  family  and  personal  history  were 
good.  For  two  or  three  years  the  boy  had  worked  as  a  file 
cutter,  which  exposed  him  to  the  influence  of  lead,  and  he 
had  the  ordinary  symptoms  of  lead  poisoning.  The  optic 
atrophy  was,  in  Mr.  Snell's  opinion,  due  to  this  cause,  and 
all  other  causes  had  been  eliminated.  Mr.  Snell,  after  men- 
tionintf  a  similar  case,  stated  that  anions  file  cutters  he  had 
observed  several  instances  in  which  the  optic  nerves  were 
affected  either  directly  by  the  lead  or  in  association  with 
kidney  or  brain  disease. 

Optic  Atrophy  after  Post-partum  Hii':MORRHAGE. 

Mr.  Snell  related  the  following  case,  in  a  lady,  aged  2S, 

who  was  seen  last  February  a  few  days  after  recovery  from 

puerperal  mania.     Both  papillae  were  atrophied  but  there  was 

no  evidence  of  past  neuritis.     There   was   no   perception   of 

light,    and    the  pupils    were    dilated    and    motionless.     On 

October  3rd,  11103,  she  was  delivered  of  her  first  child  at   full 

term,  but  an  hour    nfttTwards    slu'   had   coiisiderablc    hivnior- 

rhagc,  and  although  the  amount  lost  was   not  very   great  \v{ 

she  had  never  seemed  to   have   really   recovered   from  it.      It 

was  doubtful  when  the  failure  of  sight    had   commenced,  but 

it  had  been  suspected  for  some  lime.      She  had  |)r.)l);ibly  not 
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seen  at  all  for  two  months.  There  was  no  albumen  nor 
throughout  the  pregnancy  anything  to  suggest  kidney  disease. 
Mr.  Snell  referred  to  a  previous  case  he  had  seen  in  which 
the  sight  was  orreatlv  affected  bv  the  same  cause,  and  he  also 
alluded  to  cases  collected  by  Chevallereau. 

Optic  Glioma. 

The  following  case  was  narrated  by  Mr.  Sxell  :  In  a 
baby,  aged  1  year  and  10  months,  first  seen  on  April  1st, 
1897,  glioma  of  the  retina  was  diagnosed.  One  eye  was  ex- 
cised on  April  7th,  and  the  tumor  found  to  be  confined  to  the 
globe,  but  was  rather  large.  On  January  7th,  18il9,  the  child 
was  again  seen  with  a  similar  condition  in  the  other  eye. 
This  was  excised  on  ^larch  1st,  and  at  the  present  time  the 
child  was  alive  and  well.  Mr.  Snell  referred  to  the  small 
number  of  cases  in  which  both  eyes  had  been  removed  for 
glioma  without  a  fatal  result.  Other  cases  related  were  as 
follow:  A  girl,  aged  -i/i  months,  was  sent  to  Mr.  Snell  on 
December  18th,  1903,  with  glioma  of  the  right  eye;  the  eye 
was  removed  on  December  22nd,  and  the  growth  found  to  be 
confined  to  the  globe,  which  it  nearly  filled;  there  was  no 
recurrence.  Another  member  of  the  same  family  had  suffered 
from  glioma  of  both  eyes,  which  had  proved  fatal,  the  parents 
having  refused  to  allow  the  removal  of  both  eyes;  there  was 
one  other  child  between  these  two  who  was  alive  and  healthy. 
Mr.  Snell  mentioned  that  until  recently  no  instances  had 
been  published  in  which  glioma  had  occurred  in  more  than 
one  member  of  the  same  family.  Up  to  the  present  time 
three  observers,  besides  himself,  had  recorded  cases. 

The  President,  Mr.  Stanford  Morton,  and  Mr.  Devereux 
Marshal]  mentioned  cases  they  had  had  of  glioma  bearing  on 
the  points  brought  forward  by  ]Mr.  Snell. 

On  Microphthalmos. 

Mr.  Stephen  Mayou  gave  a  lantern  demonstration  of  the 
anatomy  of  three  cases  of  microphthalmos  which  he  had 
examined. 

Card  Specimens. 

Card  specimens  were  shown  by  Dr.  Louis  Werner,  Messrs. 
E.  E.  Henderson,  G.  W.  Roll,  E.  W.  Brewerton  and  Dr.  D. 
Rayner  Batten. 
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Program  of  the  Fortieth  Annual  Meeting  hehl  on  the  13th  and  14th  of  July, 
at  Atlantic  City,  N.  J. 

1.  Case  of  tuberculous  tumor  of  the  fundus-oculi.  Dr. 
T.  R.  Pooley. 

2.  Intra-oeular  tuberculosis  with  report  of  two  cases. 
Dr.  W.  C.  Posey. 

3.  An  intra-ocular  tumor  containing  hyaline  cartilage. 
Dr.  A.  N.  Ailing. 

4.  A  malignant  tumor  of  the  pars  ciliaris  retinae  (neuro- 
teratoma)  of  a  nature  hitherto  unrecognized.  Dr.  F.  H. 
Verhoeff  (by  invitation). 

5.  Sympathetic  neuro-retinitis  and  serous  uveitis  follow- 
ing enucleation  and  implantation  of  glass  globe.  Removol  of 
glass  globe — resection  of  optic  nerve — recovery.  Dr.  Kob't. 
Sattler. 

6.  A  severe  case  of  uveitis  treated  with  radium.  Dr.  C. 
H.  WiUiams. 

7.  Operations  on  the  eyeball  in  the  presence  of  an  in- 
fected conjunctival  sac.     Dr.  C.  S.  Bull. 

8.  The  bacteriological  diagnosis  of  the  diphtheria  bacillus, 
especially  in  conjunctivitis.     Dr.  Arnold  Knapp. 

9.  Histological  examinations  in  a  case  of  ophthalmia 
nodosa.     Drs.  (t.  E.  de  Schweinitz  and  E.  A.  Shumway. 

10.  Report  of  a  case  of  symmetrical  enlargement  of  both 
lacrimal  and  parotid  glands  (Miculicz  disease),  associated 
with  iritis,  possibly  tubercular  in  nature.      Dr.  C.  W.  Cutler. 

11.  A  case  of  mind-blindness,  unique  in  that  the  entire 
mesial  surface  of  both  occipital  lobes  and  both  optic  radia- 
tions were  preserved.     Dr.  W.  A.  Holden. 

12.  The  blending  of  color  impressions  in  the  cerebral 
visual  centers.     Dr.  C.  II.  Williams. 

18.  Report  of  a  case  of  ophthalmoplegia  externa  totalis, 
complete  recovery.     Dr.  W.  E.  Lambert. 

14.  I^atent  hypermetropia  as  a  cause  of  eye-strain.  Dr. 
L.  S.  Dixon. 

15.  Prism  exercises  —  their  indications  and  technique. 
Dr.  A.  Duane. 

IH.  Test  types  for  the  reading  distance.  Dr.  C.  II.  Wil- 
liams. 
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17.  The  pathologic  results  of  dextrocularity  and  sinistro- 
cularity.    Dr.  G.  M.  Gould. 

18.  On  the  muscle  of  Horner  and  the  operation  for  ad- 
vancement of  the  caruncle.     Dr.  L.  Howe. 

19.  A  case  of  cystadenoma  of  the  lachrymal  gland  (with 
photograph).     Dr.  Edw.  Stieren. 

20.  Report  of  cases  of  glaucoma  treated  by  sympathec- 
tomy.    Dr.  C.  W.  Cutler. 

21.  Retro-bulbar  neuritis.     Dr.  J.  A.  Andrews. 

22.  Traumatic  emphysema  of  the  lids.    Dr.H.D.  Hansell. 

23.  On  the  act  of  winking — its  photographic  measure- 
ments (w'ith  demonstration),  and  diagnostic  value  in  paresis 
of  the  motor-oculi.     Dr.  L.  Howe. 

24.  Case  of  foreign  body  in  the  eye  13  years,  producing 
irritation,  localized  by  Dr.  Sweet's  method,  and  removed. 
Dr.  W.  B.  Marple. 

25.  Unusual  case  of  persistent  pupillary  membrane,  with 
illustratioD.     Dr.  W.  B.  Marple. 

26.  Concerning  certain  non-traumatic  perforations  of  the 
macula  lutea.    Dr.  G.  E.  de  Schweinitz. 

27.  Cataract  extraction  as  performed  after  method  of 
Angelucci  of  Palermo  by  fixation  of  superior  rectus  and  with- 
out aid  of  assistant.     Dr.  R.  Sattler. 

28.  The  importance  of  testing  the  ocular  muscle-balance 
for  near  as  well  as  for  distance.     Dr.  S.  Theobald. 

ABSTRACTS  OF  THE  PAPERS  OX  THE  PROGRAM  SO  FAR  AS 

FURNISHED. 

Latent  Hyijermetropia  as  a  cause  of  Eye-strain,  Dr.  Dixon. 

Eye-strain  traced  to  ciliary  muscle.  Strain  comes  not 
from  ordinary  demands,  but  from  constant  action.  This 
necessary  on  account  of  variations  from  emmetropia.  Chiefly 
H.  the  only  error  that  can  elude  instruments  and  methods  in 
use.  Can  cause  eye-strain  even  in  small  degree.  Other  fac- 
tors, condition  nervous  system  and  amount  of  close  work. 
Rest,  the  condition  of  safety.  Original  habit  of  sight  pre- 
vents relaxation.  This  habit  very  obstinate  and  insiduous. 
Error  to  suppose  that  good  vision  is  final  test  of  proper  cor- 
rection ;  that  present  relief  is  successful  treatment :  that  the 
use  of  glasses  for  close  work  is  the  most  important;  that  if 
vision  is  good,  eye-strain  is  absent.     Objections  to  full  cor- 
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rection  from    patient's  side  and  oculist's  side.     Safety  and 
surety  of  the  method. 

The   Bacteriological  Diagnosis  oj  the  Diphtheria  Bacillus, 
Especially  in  Conjunctivitis,  Dr.  A.  Knapp. 

Similarity  of  the  diphtheria  bacillus  to  closely-allied  non- 
virulent  organisms,  such  as  xerosis  bacillus.  Differentiation 
only  by  animal  experiment.  A  new  method  of  differentiation 
by  fermentation  tests.  Practical  bearing  in  conjunctival 
diseases. 

Prism  Exercises,  their  Indications  and   Technique,   Dr.   A. 
Duane. 

Method  used  by  author  in  practicing  with  prisms,  base 
out  and  hn^e  in.  Supplementary  convergence  exercises. 
Three-fold  use  of  prism  exercises — (a)  to  combat  muscular 
anomaly,  (b)  to  modify  the  effect  of  an  operation  on  the 
muscles,  (c)  to  combat  weakness  or  spasm  of  accommodation. 
Routine  of  practice  in  different  kinds  of  exophoria  and  in 
esophoria.  Necessity  of  frequent  supervision  and  moditica- 
tion  of  the  practice.  , 

Case  of  Tuberculous  Tumor  of  the  Fundus  Oculi,  Dr.  Pooley. 

In  an  eve  enucleated  for  absolute  glaucoma  was  found  a 
tumor  which  proved  to  be  of  tuberculous  origin,  patient 
showing  no  other  sign  of  tubercular  disease.  (Microscopic 
specimen  and  microscopic  slides  will  be  shown.) 
Certain  Non-Traumatic  Perforations  of  the  Macula  Lutea, 
Dr.  de  Schweinitz. 

Certain  lesions  of  macula  of  elderly  persons,  mostly  hav- 
ing arterio-sclcrosis,  are  compared  with  the  lesions  known  as 
traumatic  perforations.  Similar  lesions  following  iritis  are 
described,  and  etiology  discussed — viz. :  hiemorrhage,  degen- 
eration of  ganglion  cells,  alterations  in  capillaries,  etc. 
Case  of  Terato-Neuroma,  Dr.  Verhoeff. 

(1)  From  the  unpigmented  epithelium  of  the  pars  ciliaris 
retinre  there  may  rarely  arise  a  tumor  composed  of  embryonic 
elements  which  retain  in  a  remarkable  degree  the  arrangfrnont 
of  an  embryonic  retina  in  various  stages  of  development. 

(2)  This  tumor  is  malignant,  but  in  how  high  a  degree  is 
uncertain. 

(3)  It  is  the  only  retinal    tumor   in    whidi    neuroglia   has 
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been  demonstrated  to  form  an  integral  part,  but  nevertheless 
it  is  not  a  glioma. 

(4)  It  is  not  to  be  confounded  with  the  small  benign  epi- 
thelial growths  that  have  sometimes  been  described  as  adeno- 
mata  of  the  ciliary  body. 

(5)  On  account  of  its  complexity  of  structure,  its  high 
differentiation,  and  its  nervous  origin,  this  tumor  is  properly 
designated  as  a  terato-neuroraa. 

(6)  The  so-called  glioma  retintv.  while  differing  from 
this  tumor  in  many  important  respects,  is  yet  of  the  same 
nature,  in  so  far  as  both  tumors  are  composed  of  embryonic 
retinal  elements.  The  chief  difference  between  the  terato- 
neuroma  of  the  pars  ciliaris  retina,  and  the  neuroma  malig- 
num  of  the  pars  optica  retina?,  lies  in  the  fact  that  the  latter 
represents  throughout  a  less  typical  though  higher  retinal 
development  than  is  anywhere  reached  by  the  former. 

(To  be  illustrated  with  lantern  slides.) 

Ophthalmia  Xodosa,  Drs.  Schweinitz  and  Shumway. 

The  patient  was  a  negress,  aged  15,  whose  conjunctival 
lesions  appeared  in  August  and  who  came  under  observation 
in  September,  when  they  presented  on  the  bulbar  conjunc- 
tiva of  the  right  eye  an  appearance  closely  simulating  in  its 
clinical  aspect  tuberculosis  of  this  membrane.  An  excised 
nodule  implanted  in  the  anterior  chamber  of  a  rabbit  yielded 
ngeative  results.  Histologicallv  the  lesion  was  found  to  be 
due  to  the  development  of  a  number  of  tubercles  as  the  result 
of  the  implantation  in  the  conjunctiva  of  caterpillar  hairs. 
The  histological  appearances  of  the  condition  prescribed  are 
elaborately  detailed  and  the  literature  of  the  subject  briefly 
reviewed. 

On  the    Act   of  Winking — its  Photographic  Measurements, 
etc.,  Dr.  Lucien  Howe. 
1.    The  method  of  making  the  measurements,     (a)  The 
head  rest.     (6)  Source  of  light,     (c)  Camera. 

4.    The  results  shown   in   {a)  closing  of  hds.      (6)  Time 

during  which  the  lids  are  closed,    (c)  The  opening  of  the  lids. 

3.    The  practical  application  of  such  data  in  cases  (a)  of 

incipient    ptosis,    {h)   of  imperfect  action  of  other  muscles 

supplied  by  the  third  nerve. 
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On  the  Muscle  of  Horner  and  the  Operation  for  Advancement 
of  the  Caruncle,  Dr.  L.  Howe. 

1st,  The  discovery  of  the  muscle  by  Dr.  Horner  of  Phila- 
delphia. 2d,  Illustrations  of  the  fibers  passing  to  the  puncta, 
3d,  Of  the  fibers  to  the  caruncle.  4th,  Function  of  these 
two  fibers  respectively.  5th,  How  the  caruncular  fij^ers  cause 
retraction  after  tenotomy  of  the  internal  rectus.  6th,  How 
that  retraction  can  be  obviated. 
Cystadenoma  of  the  Lacrimal  Gland,  Dr.  Stieren. 

Man,  age  42.  Swelling  in  outer  upper  portion  right  orbit 
of  six  months  duration  ;  marked  ptosis.  Enucleated  a  tumor 
measuring  32  mm.  in  length,  18  mm.  greatest  diameter, 
12  mm.  thickest  portion.  A  large  cavity  in  center  of  tumor 
containing  yellow,  gelatinous  fluid;  numerous  smaller  cavities 
throughout  entire  mass.  Microscopical  examination,  typical 
adenoma.     No  recurrence  three  and  a  half  months  later. 

Photograph  and  photomicrograph. 
A  Congenital  Intraocular  Tumor  Containing  Cartilage,  Dr. 
A.  N.  Allin'g. 

Presentation  of  the  eye  of  a  child  four  years  old,  contain- 
ing tumor  which  apparently  springs  from  the  root  of  the  iris 
and  ciliary  body.  Principal  mass  lies  in  the  vitreous  cham- 
ber. Also  extension  into  the  anterior  chamber.  The  tumor 
consists  of  small  spindle  and  branching  cells  and  some  prob- 
ably epithelial  in  character.  There  is  an  area  of  hyaline  car- 
tilage in  the  center. 
Traumatic  Emphysema  of  the  Lids,  Dr.  Hanscll. 

Division  of  the  subject  into  emphysema  complicating 
fracture  of  the  bones  of  the  face,  and  emphysema  without 
fracture. 

Relative  frequency  of  emphysema  as  conii)aro(l  with  the 
pubhshed  reports  of  cases  of  the  affection.   History  of  two  new 
cases.    Diagnosis  by  crepitation  and  trt'atment  by  pressure. 
Cataract  Extraction  after  Method  of  Angelucci,  Dr.  Sattlor. 

Brief  account  of  personal  observations  and  experience 
with  Prof.  Angelucci 's  (Palermo)  method  of  extraction  of 
cataract  with  .-md  without  iridectomy.  Fixation  of  liMidou  of 
superior  rectus  muscle  without  aid  of  speculum  or  assistant 
throughout  optMntion. 
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A  Case  of  Mind- Blindness,  Dr.  Holden. 

Man,  53.  Post  hemiplegia,  dementia,  aphasia  and  aprexia, 
disturbance  of  vision ;  at  times  apparent  blindness.  Pupils 
reacted  promptly.  Optic  nerves  normal.  Autopsy  ten 
months  later.  Middle  cerebral  artery  plugged  on  either  side 
and  large  area  of  softening  in  angular  gyrus  and  neighboring 
parts  in  either  hemisphere — parts  supposed  to  include  the 
higher  cortical  visual  centers — optic  nerves  normal.  Mesial 
surface  of  occipital  lobes  containing  lower  cortical  visual  cen- 
ters and  optic  radiations  were  preserved.  In  case  of  mind- 
blindness  previously  reported,  optic  radiations  have  been 
affected.  In  this  case  the  higher  cortical  visual  centers  alone 
were  involved. 


THE  AMERICAN   ACADEMY   OF  OPHTHALMOLOGY 
AND  OTO-LARYNGOLOGY. 

Ninth  Aimual  Meeting,  Denver,  Col.,  Anrjust  24-25-26,  1004. 
PKELBIINARY  PROGRAM. 

OPHTHALMIC   SECTION. 

President's  address — "Education  for  Ophthalmic  Prac- 
tice."    Dr.  Edward  Jackson. 

"Samuel  Sharp:  the  First  Surgeon  to  Make  the  Corneal 
Incision  for  Cataract  Extraction  with  a  Knife."  Dr.  Alvin 
A.  Hubbell,  Buffalo,  N.  Y. 

"Central  Superficial  Choroiditis."  Dr.  T.  B.  Schneide- 
man,  Philadelphia. 

"Metallic  Foreign  Bodies  Within  the  Eyeball  and  Their 
Removal;  Being  a  Clinical  Account  of  Twenty-Six  Operations 
of  that  Character."    Dr.  Geo.  E.  de  Schweinitz,  Philadelphia. 

"Remarks  Concerning  Some  Parts  of  the  Technique  of 
Mules'  Operation,  the  Handling  of  Thiersch  Grafts  and  the 
Advancement  of  the  Recti  Muscles."  Dr.  John  E.  Weeks, 
New  York. 

"Lantern  Demonstration  on  Glioma  and  the  Question  of 
Rosettes."     Dr.  A.  Alt,  St.  Louis,  Mo. 

"Further  Experience  and  Treatment  of  Keratoconus." 
Dr.  J.  A.  L.  Bradfield,  La  Crosse,  Wis. 

"Removal  from  the  Lacrimal  Duct,  a  Style  Which  Had 
Been  Buried  Seven  Years — Almost  Fatal  Haemorrhage."  Dr. 
J.  C.  Buckwalter,  St.  Louis,  Mo. 
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"The  Toxic  Amblyopias,  with  Special  Reference  to  Those 
Produced  bv  Tobacco  and  Coffee."  Dr.  A.  E.  Bulson,  jr., 
Ft.  Wayne,  Ind. 

,,The  Use  of  Pure  Nitric  Acid  in  the  Treatment  of  Dis- 
eases of  the  Eye."     Dr.  J.  W.  Bullard,  Pawnee  City,  Neb. 

"Cases  of  Retinitis  Pigmentosa."  Dr.  J.  Elliott  Colburn, 
Chicago. 

"Remarks  on  the  Need  for  Thorough  Aseptic  and  Anti- 
septic Work  Prior  to.  During  and  After  Cutting  Operations 
on  the  Eyeball."     Dr.  B.  E.  Fryer,  Kansas  City,  Mo. 

"The  Safest  Operation  for  Senile  Cateract."  Dr.  H. 
Gifford,  Omaha,  Neb. 

"Some  of  the  Accidents  and  Complications  Met  With  in 
the  Extraction  of  Cataract."     Dr.  D.  W.  Greene,  Dayton,  O. 

"Changes  in  Refraction."  Dr.  O.  A.  Griffin,  Ann  Arbor, 
Mich. 

"Notes  on  the  Use  of  Dionin."  Dr.  Thos.  C.  Hood, 
Indianapolis,  Ind. 

"A  Case  of  Unilateral  Nystagmus,  with  Remarks  on  the 
Probable  Cause."     Dr.  S.  Kirkpatrick,  Selma,  Ala. 

"Some  Unique  Cases  of  Amblyopia."  Dr.  T.  W.  Moore, 
Huntington,  W.  Va. 

"Removal  of  Anterior  Capsule  and  the  Hypodermatic  Use 
of  Morphia  in  Simple  Extraction."  Dr.  Eugene  Smith, 
Detroit,  Mich. 

"A  Criticism  on  the  Use  and  Abuse  of  Lacrimal  Probes." 
Dr.  G.  F.  Suker,  Chicago,  111. 

"How  Shall  we  Educate  Our  Blind  Children?"  Dr.  Casey 
A.  Wood,  Chicago,  111. 


EDITORIAL  NOTICE. 

We  wish  to  draw  our  readers'  attention  to  Ophthalmology 
a  new  (Quarterly  .lounial,  owned,  edited  and  published  in 
the  interests  of  the  medical  profession,  the  initial  number  of 
wiiich  will  appear  October  1.  ll>ni.    Yearly  subscription  $.').()(). 

As  its  title  indicates,  it  will  bean  opiitlialinic  jieriodical  of 
about  2^)0  pages,  devoting  about  one-third  of  each  issue  to 
original  essays,  the  l)alance  to  abstracts  of  original  articles 
appearing  in  domestic  and  foreign  literature,  also  complete 
book  reviews.  II.  \'.  A\'iu-<leman,  M.D. 

Nelson  M.  Black.   M.D..  Managing  Ivlitor  and  I'ulilisher. 

Assistant  Kditor.  Milwaukee,  Wis. 
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ORIGINAL  ARTICLES 


APPEARANXES  SIMULATING  OPTIC  NEUKITIS  DUE 

TO  UNSUSPECTED  IRREGULAR  CORNEAL 

ASTIGMIA. 

Br  SWAX  M.  BUKXETT.  M.D..  Ph.D.. 

WASHINGTON.  1).  C 

ON  the  14tli  of  February,  1904,  Mis.s  H.,  aged  24,  was 
brought  to  me  by  a  professional  friend  of  another  city. 
She  had  been  under  his  care  at  various  times  for  several  years, 
but  for  her  present  trouble  he  h:id  not  treated  her.  She  had, 
however,  been  under  the  treatment  of  another  oculist  for 
many  months  for  what  was  diagnosticated  as  "optic  neuritis" 
of  the  left  eye.  which  had  been  tirst  noticed  after  a  very 
severe  ilhiess,  during  which  there  had  been  much  violent 
vomiting.  It  was  on  recovery  from  this  illness,  she  claims, 
that  she  noticed  for  the  first  time  a  loss  of  visual  acuteness 
in  the  left  eye,  with  a  horizontal  streakiness  of  letters.  There 
was  at  no  time  any  considerable  pain  or  redness  of  the  eye. 
She  remembers,  however,  that  there  was  an  inflammation  of 
this  eye  after  measles  in  infancy.  For  this  "inflammation  of 
the  optic  nerve''  she  was  treated  vigorously,  and  electricity 
was  applied  for  a  considerable  period,  but,  the  patient  thinks, 
with  no  perceptible  result.  In  fact  the  state  of  vision  has 
remained  about  the  same  since  she  tirst  noticed  it. 

We  examined  the  eye  cursorily  together.    The  media  were 
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clear,  but  both  of  us  detected  marked  blurrinof  of  the  retinal 
vessels  near  the  upper  and  inner  ed^e  of  the  disc.  The  edge 
of  the  disc  elsewhere  was  clean.  Vision  in  L.  =^'io,  with  a 
general  haziness  and  horizontal  streakiness  across  all  the 
letters  of  the  test  types.     R.  V.^^/.i. 

During  this  preliminary  ophthalmoscopic  examination  I 
detected  a  parallactic  movement  of  the  indistinct  retinal  ves- 
sels at  the  upper  inner  quadrant,  which  aroused   a  suspicion 


% 
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that  the  j)hen()ni('iia  might  be  due  lo  an    irregular   refraction. 

TlieC.ase  was  left  in  my  hands  for  further  investigation 
and  care. 

At  the  next  examination  the  j);irallacti('  movcMucul  of 
the  vessels  was  continncd  l)y  both  the  direct  and  indirect 
ophthalmoscopic  methods.  The  disc  seemed  slightly  piiicr 
th.in  its  fellow,  I)ut  the  retinal  vasculnrizatiou  was  (juite 
within  the  normal  both  as  to  caliber  iind  course.  I'nder  the 
most  c.'irefnl    e.\amin:ition    with    oblicpie    illiimination   and    a 
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mntrnifier  it  was  not  possible  to  detect  the  slightest  opacity 
of  either  lens  or  cornea. 

An  examination  by  the  ophthalmometer,  however,  at  once 
revealed  the  character  of  the  trouble.  While  the  corneal 
reflection  of  the  mires  was  Cjuite  regular  when  the  fixation 
was  directly  in  front,  as  soon  as  it  was  turned  slightly  out- 
ward it  was  at  once  greatly  changed  in  size  and  shape.  This 
confirmed  the  suspicion  I  had  as  to  an  irregular  refraction, 
and  located  it  in  the  anterior  corneal  curvature.  A  system- 
atic measurement  of  the  corneal  curve  was  then  entered  upon 
according  to  the  method  I  had  used  in  making  such  measure- 
ments of  a  number  of  cornese  in  1892,  the  results  of  which 
were  published  in  the  Trans.  Amer.  Ophth,  Soc.  for  that 
year.^ 

It  was  thus  discovered  that  the  corneal  curve  became 
suddenly  very  much  flattened  to  the  nasal  side,  dropping  in 
fact  from  27  at  the  visual  axis  to  24  within  the  first  o'',  to  21 
at  10°,  to  19  at  15^,  and  16  at  20°,  a  total  of  11  D.  This  is 
shown  diagraraatically  in  Fig.  1,  where  the  refraction  in 
ophthalmometric  readings  is  indicated  for  every  5'  from  the 
visual  axis  to  the  periphery,  as  far  as  20^,  for  the  horizontal, 
vertical  and  two  intermediate  meridians.  The  measurements 
also  show  an  inverse  corneal  astigmia  of  1  D. 

The  shadow  test  was  unsatisfactory  on  account  of  tjie 
"internal  shadows,"  always  found  in  any  form  of  irregular 
astigmia,-  but  there  was  demonstrated  a  simple  myopic  astig- 
mia of  approximately  1  D.  against  the  rule. 

No  spherical  or  cylindrical  glasses  gave  any  material  im- 
provement of  vision  or  relief  from  "streakiness'"  of  the  letters. 
With  a  stenopaic  hole,  however,  her  vision  rose  at  once  to 
'  G,  and  all  the  blurring  and  streaks  across  the  letters  disap- 
peared. With  a  stenopaic  slit  vision  was  best  when  it  stood 
oblifiuely  from  above  outward,  downward  and  inward,  that  is 
corresponding  to  the  meridian  of  most  nearly  normal  curve, 
and  wasYe—  not  quite  so  good  as  with  the  hole. 

The  form  under  which  irregular  corneal  astigmia  usually 
manifests  itself  is  that  due  to  alterations  in  structure  from 
ulcerations  or  inflammatory  changes.  Outside  of  typical 
conical  cornea  it  is  rare  to  find  abnormal  irregularity  in  curv- 
ature of  any  considerable  degree  with  preservation  of  trans- 
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pareiicy.  Oue  such  case  I  reported  at  the  meeting  of  the 
section  of  ophthahnology,  American  Medical  Association, 
1900.^  This,  however,  might  be  properl}'  regarded  as  a 
modified  form  of  keratoconus,  as  the  anomaly  consisted  of  a 
marked  flattening  of  the  upper  half,  and  a  bulging  of  the 
lower  half,  of  the  cornea. 

In  the  case  now  reeported,  the  defective  curveature  is 
limited  principally  to  the  nasal  and  upper  quadrant,  though 
the  lower  nasal  quadrant  participates  somewhat.  The  re- 
maining portion  of  the  corneal  curve  does  not  depart  in  any 
considerable  degree  from  what  might  be  considered  the  nor- 
mal, in  the  light  of  the  measurements  of  42  eyes  reported  in 
the  article  above  referred  to. 

It  will  be  seen  from  an  examination  of  the  diagram  that 
the  refraction  to  the  nasal  side  falls  suddenly  within  5^  of  the 
visual  axis  from  27  to  24,  and  at  10^  to  21,  a  total  of  6  D 
within  the  space  of  a  medium  sized  pupil.  Through  such  a 
surface  it  is  surprising  that  vision  was  as  good  as  it  was  found 
to  be,  and  the  blurring  of  objects  and  streakiness  are  easily 
accounted  for.  This  irregular  astigmic  state  also  explains 
the  parallactic  movements  and  l)lurred  aspect  of  the  vessels 
seen  by  the  ophthalmoscope.  It  likewise  offers  an  explan- 
ation of  the  diagnosis  of  "optic  neuritis"  rendered  b}'  a  com- 
petent oculist  on  the  basis  of  the  indistinctness  in  outline  of 
the  vessels  in  the  vicinity  of  the  disc. 

It  is  possible  of  course,  that  at  the  time  of  the  serious 
illness  from  which  the  patient  suffered,  there  may  have  been 
a  neuro-retinitis,  but  when  our  examination  was  made  there 
was  nothing  to  suggest  such  a  pathologic  state,  except  the 
blurred  vision  and  the  indistinctness  of  the  retinal  vessels 
under  the  ojjhthalmoscope  and  a  possible  pallor  of  the  optic 
disc.  The  fact,  however.  Ilial  the  stenopaic  hole  l)rought 
vision  to  practically  normal  demonstrates  that  the  reduced 
visual  acutcness  was  not  due  to  a  ner\e  lesion,  but  to  an  op- 
tical defect  in  the  foiiii  of  an  irreirular  corneal  astijjinia. 

A  further  lesson  to  be  learned  from  this  case  is  the  neces- 
sity of  a  careful  oj)hthaImometric  measurement  of  the  various 
meridians  for  at  least  10"  from  the  line  of  the  visual  axis 
whenever,  with  jxMfcctly  li:in>|»Mi(Mil  mcdJM.  tliere  is  a  dimin- 
i>h('d  visual  acutt'Mos  willi    the   ])lu'noMicMa  of   "streakinesis"* 
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or  irregular  blurring  of  the  test  letters  that  cannot  be  ac- 
counted for  by  any  of  the  ordinary  demonstrable  pathologic 
causes. 

As  to  the  etiology  of  the  abnormal  corneal  curve,  I  am 
unable  to  offer  any  satisfactory  explanation.  It  is  difficult  to 
connect  it  with  the  illness  after  which  her  attention  was  first 
directed  to  the  visual  phenomena.  It  seems  more  likely  to 
be  congenital  and  to  have  been  first  discovered  at  that  time. 

1  The  General  Form  of  the  Cornea  and  its  Relation  to  the  Refraction 
of  the  Eje  and  Visual  Acuteness. 

2  See  article  by  the  author  on  Some  Incidental  Phenomena  of  the 
Shadow  Test.  Trans.  Amer.  Ophth.  Soc.  1S92. 

2  The  Oi)tical  Treatment  of  Keratoeonus. 


ATROPINE  VERSUS  ESERINE  IN  GLAUCOMA. 

By  W.  H.  SEARLES.  A.M..  M.D. 

<»SHK<JSH,  WIS. 

IN  the  May  number  of  the  American  Journal  of  OniTiiAL- 
MOLOGY  I  published  an  article  showing  the  success- 
ful use  of  atropine  in  glaucoma  and  claiming  for  it  pre- 
eminence over  all  other  drugs  in  the  local  treatment  of  this 
disease. 

There  is  no  fact  in  the  world  of  mind  or  matter  that  is 
inconsistent  with  any  other  fact,  and  it  is  the  purpose  of  this 
article  to  show  that  there  is  no  antagonism  between  atropine 
and  eserine  as  regards  glaucoma.  It  is  universally  accepted 
that  eserine  is  anti-glaucomatous,  and  this  is  not  denied  by 
the  writer,  but  he  does  place  it  far  below  atropine. 

The  one  is  a  myotic  and  the  other  a  mydriatic,  and  upon 
these  opposing  conditions  the  theory  has  become  firmly  estab- 
lished that  the  one  being  anti-glaucomatous  the  other  must 
be  directly  the  opposite.  How,  then,  is  it  possible  to  give 
atropine  any  place  in  the  treatment  of  glaucoma? 

It  seems  to  be  necessary  at  this  point  to  show  the  steps 
in  the  evolution  by  which  a  different  conclusion  was  reached 
than  now  generally  obtains  as  regards  atropine  in  glaucoma. 

The  writer,  early  in  his  practice,  had  a  lady  client  past  »i-4 
years  of  age  who  came  to  him  for  a  change  of  lenses  which 
a  distinsfuished  oculist  had  recently  fitted.     It  was  a  case  of 
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rapid  progressing  presbyopia  with  chronic  conjunctivitis  and 
a  possible  tendency  towards  glaucoma. 

The  treatment  was,  no  further  change  of  the  lenses;  no 
near  work;  smoked  glasses  to  be  worn;  and  medical  treat- 
ment of  the  eyes.  Among  other  things  atropine  was  used. 
The  case  progressed  satisfactorily  for  ten  days,  when  sud- 
denly the  patient  was  attacked  with  acute  inflammatory  glau- 
coma in  both  eyes.  Assisted  by  an  eminent  oculist,  a  double 
iridectomy  was  promptly  performed,  but  without  success. 
She  became  totalh^  blind  for  the  rest  of  her  life. 

Was  atropine  responsible  for  this  accident?  I  think  it 
would  be  so  held  to-day  by  any  court  of  experts ;  but  not  by 
the  writer. 

Who  can  give  a  satisfactory  reply  to  the  inquiry,  Why 
did  this  case  progress  safely  for  ten  days?  If  the  explanation 
is  correct  that  atropine  induces  glancoma  l)y  thickening  the 
iris  base  and  consequent  obstruction  of  the  iris  angle,  it 
should  have  done  so  at  once.  This  unanswered  inquiry  was 
the  first  step  in  the  evolution. 

A  year  later  another  case  of  atropine  glaucoma  came 
under  his  care  in  a  woman  past  50  years  of  age.  She  was  a 
victim  of  chronic  trichoma  in  both  eyes  and  totally  blind  in 
one  e^e  from  this  disease.  Vision  in  the  other  eye  was 
greatly  impaired  from  a  central  nebula.  Some  doctor  had 
given  her  a  .solution  of  atropine  for  dilating  the  pupil,  which 
enabled  her  to  see  somewhat  better.  Suddenly  she  was  at- 
tacked with  glaucoma.  I  saw  the  case  several  days  later. 
She  still  had  some  vision,  and  I  advised  an  immediate  oper- 
ation, which  was  declined.  I  then  gave  her  medical  treat- 
ment as  follows:  Fl.  extr.  jal)orandi  with  stimulants,  as  she 
was  greatly  prostrated  by  })ain  and  want  of  sleep.  This  was 
to  be  followed  by  morphia  in  an  hour.  She  got  a  good  sleep, 
the  first  in  several  days,  and  awoke  in  every  way  improved. 
(Quinine  was  given  during  the  day  and  tlie  jaltorandi  and 
morj)hia  repeated  at  night.  She  made  a  coniplete  recovery 
in  a  few  days  and  has  remained  well  ever  since. 

It  appears  tlial  if  atropine  can  induce  glaucoma,  that 
jaboraodi  and  morphia  can  cure  it.  This  is  the  second  step. 
How  did  it  <lf)  if.  and  would  it  have  succeeded  in  mv  jirevious 
case  ? 
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"Sleep  is  nature's  sweet  restorer."  It  is  also  a  mydriatic. 
Jaborandi  and  morphia  are  myotics.  DeWecker  says  mor- 
phia does  assist  atropine,  even  though  it  is  a  myotic.  Jabo- 
randi and  morphia  as  myotics,  both  together  cannot  overcome 
the  mydriasis  of  atropine. 

Did  this  patient  get  well  without  regarding  either  atropine 
or  the  doctor?  I  began  to  explore  this  jungle  of  contradic- 
tions and  I  found  that  she  had  used  the  atropine  steadily  and 
was  still  using  it  when  I  first  saw^  her,  and  that  no  precaution 
had  been  taken  against  using  the  eye. 

I  now  saw  for  the  first  time  that  the  atropine  Avas  possibly 
not  the  immediate  cause  of  the  glaucoma,  but  that  it  was 
antecedent  only,  through  the  intervening  of  accommodative 
effort. 

The  jaborandi  and  morphia  was  able  to  relax  the  muscle 
strain  and  at  the  same  time  stimulate  the  absorbent  channels 
to  remove  the  excess  of  fluid  in  the  eye,  w^hen  pain  and  ten- 
sion ceased,  followed  by  sleep.  How  else  can  it  be  explained? 
Sleep  will  not  follow  morphia  alone  in  these  cases,  but  it 
often  will  jaborandi  alone. 

The  writer  found,  nearly  twenty  years  ago,  by  trials  upon 
completed  glaucomas  that  jaborandi  would  reduce  tension. 
He  now  conducted  a  series  of  observations,  extending  over 
three  months,  upon  a  case  of  total  loss  of  vision  in  both  eyes 
due  to  malignant  glaucoma  with  highest  tension,  but  in  which 
no  secondarv  degeneration  had  as  yet  occurred. 

Jaborandi  was  given  regularly  once  a  day,  from  15  to  40 
drops  at  bed  time.  One  eye  only  wits  allowed  to  be  treated 
locally.  At  the  end  all  increase  of  tension  had  disappeared 
from  both  eyes!  and  the  pupils  responded  to  light  tests, 
showino-  that  the  oculo-motor  center  had  been  reached. 
Atropine  and  eserine  were  both  given  prolonged  trials,  and 
the  fact  Avas  established  so  far  as  this  case  was  concerned, 
that  it  made  no  difference,  as  regards  tension,  whether  atro- 
pine or  eserine  was  used.  The  limits  of  this  article  will  not 
permit  a  detailed  statement  of  the  work  in  this  case.  One 
thing  was  certain,  there  was  a  complete  absence  of  all  accom- 
modative effort.  Was  that  the  reason  it  made  no  difference 
whether  the  pupil  was  dilated  or  contracted?  It  was  not  a 
long  jump  in  the  dark  to  frame  this  into  a  theory :     That  the 
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jiccommodation  must  always  be  reckoned  with,  whenever 
atropine  is  used,  without  regarding  age  or  condition.  This 
is  another  step  in  the  evolution. 

Let  us  see  if  it  applies  to  the  first  above  case.  It  appears 
that  my  client  went  to  bed  with  no  intimation  of  eye  trouble, 
but  in  the  night  a  member  of  the  family  was  taken  ill  and 
she  was  up  the  rest  of  the  night,  when  she  was  attacked  with 
glaucoma  before  morning.  Here  was  a  severe  strain  upon 
the  ciliary  muscle  for  several  hours,  while  the  eyes  were  par- 
ah'zed  by  atropine.  AVas  that  fair,  either  to  atropine  or  the 
doctor?  Atropine  is  now  perfectly  safe  in  the  practice  of 
the  writer  to  use  in  the  presence  of  any  form  of  glaucoma, 
providing  the  muscle  is  held  in  abeyance.  His  client  would 
not  have  been  attacked  if  she  had  strictly  obeyed  instructions 
to  avoid  all  use  of  the  eyes  for  near  work.  Furthermore, 
the  glaucoma  to-da}^  would  now  be  quickly  suppressed  by  the 
writer  and  vision  restored  through  medical  treatment  alone. 
This  is  sustained  by  his  clinical  experience.  Atropine  is  to 
this  muscle  what  splints  are  to  a  fracture,  and  we  should  no 
more  use  the  one  than  the  other  while  under  such  control. 
No  one  has  ever  charged  atropine  with  causing  strain  or  spasm, 
and  yet  the  wiiter  finds  that  the  glaucoma  charged  to  atropine 
is  due  wholly  to  strain  or  spasm  induced  by  the  patient. 

It  is  this  that  overfills  the  uveal  tract  with  blood  and 
precipitates  the  glaucoma.  Priestly  Smith  says:  ''High 
tension  depends  more  upon  an  excess  of  blood  in  the  uveal 
tract  than  upon  an  excess  of  intra-ocular  fiuids."'  The  writer 
now  treats  any  glaucoma  supposed  to  be  caused  by  atropine 
by  a  further  exhibition  of  atropine  aided  by  cocaine  and, 
internally,  by  jaborandi  and  morphia.  It  is  the  logical  an- 
swer, for  we  have  no  force  comparable  to  atropine  with  which 
to  subdue  ciliary  strain  or  spasm.  Best  of  all,  it  succeeds, 
and  hence  disposes  of  the  theory  that  atropine  can  produce 
glaucoma. 

The  iris  holds  a  suljordinate  position  in  every  glauco- 
matous j)rocess.  The  final  effect  of  atropine  upon  the  eye  is 
to  contract  the  blood  vessels  of  the  uveal  tract,  and  hence, 
among  other  things,  must  reduce  volume,  secretion  and  ten- 
sion. The  supposed  thickening  of  the  iris  periphery  under 
atroi)ine  is  then  not  tenable,   and  the  irlaucoma  that   follows 
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must  be  charged  to  .some  other  cause.  Atropiue,  then,  is 
never  responsible  for  increase  of  tension.  It  is  a  contradic- 
tion of  the  definition  of  the  action  of  atropine  to  say  it  can 
be.  If,  then,  it  is  not  material  whether  a  drug  is  a  mydriatic 
or  myotic  as  regards  glaucoma,  the  whole  mvsterv  is  cleared 
away  and  eserine  at  once  is  seen  to  range  itself  by  the  side  of 
atropine.  Eserine  is  anti-glaucomatous  only,  because  in 
some  important  points  it  agrees  with  atropine.  DeWecker 
says:  "Eserine  contracts  the  whole  vascular  system  of  the 
eye  and  diminishes  secretion."  Snellen  says  "it  contracts 
the  uveal  tract  in  toto."  Priestly  Smith  says,  "it  can  reduce 
the  turgid  ciliary  processes  s\  that  everything  returns  to  its 
previous  condition.''  He  assists  eserine  by  adding  cocaine, 
"because  of  its  invaluable  power  in  glaucoma  of  contracting 
the  ciliary  bloodvessels  and  diminishing  the  sensibility  of  the 
ciliary  nerves."  And  yet  cocaine  is  a  mydriatic.  What  may 
we  expect  when  cocaine  is  brought  to  the  side  of  atropine  as 
its  natural  corollary  in  facing  glaucoma?  The  writer  will 
not  here  discuss  this  phase  of  the  subject  more  than  to  say, 
it  renders  atropine  invincible. 

Eserine  also  reduces  volume  and  tension  and  pain.  The 
writer  has  not  proven  it,  but  he  suspects  that  eserine  is  not 
responsible  for  spasm  of  the  muscle  any  more  than  atropine. 
The  principle  of  myosis  and  mydriasis  simply  must  be  set 
aside  in  the  treatment  of  glaucoma. 

The  argument  that  mvosis  draws  the  iris  awav  from  the 
angle  is  not  important,  because  in  doing  this  it  obstructs  the 
stream  channel  at  the  pupil  center  and  hence  must  force  the 
iris  forward  in  any  event.  Eserine  is,  then,  anti-glauco- 
niatous.  without  regarding  myosis,  and  so  also  is  atropine 
without  regarding  mydriasis.  But  if  either  one  holds  any 
advantage  over  the  other  it  must  be  mydriasis,  because  in 
complete  dilatation  it  removes,  for  the  time  being,  one  side 
of  the  iris  angle  as  completely  as  the  best  possible  iridectomy, 
and  better  still,  it  does  it  throughout  the  entire  circle. 

Glaucoma  has  at  last  met  the  force  that  is  able  to  subdue 
it.  It  is  an  old  familiar  one  under  new  conditions.  In  the 
hands  of  the  writer,  after  twenty  years  of  research  and  prac- 
tice, it  has  become  a  "live  wire"  and  easily  does  the  work. 
It  outranks  iridectomy. 
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At  a  meeting  of  this  Society  held  on  Friday,  July  8th, 
JoHX  Tweedy,  F.K.C.S.,  president,  in  the  chair,  Mr.  George 
C0ATE8  gave  a  lantern  demonstration  of  the  pathology-  of 
thrombosis  of  the  central  vein  of  the  retina.  He  showed 
preparations  from  five  cases.  In  four  of  these  an  organized 
thrombus  was  found  in  the  central  vein;  in  three  of  them 
complete  obliteration  of  the  vein  in  a  portion  of  its  course 
had  occurred  from  this  cause,  and  in  one  of  them  the  manner 
of  re-establishment  of  the  lumen  by  the  accession  of  collat- 
erals from  the  trabecular  of  the  nerve  was  well  shown.  In 
the  fourth  case  canalization  of  the  thrombus  and  not  obliter- 
ation had  occurred.  In  the  fifth  no  thrombus  was  found, 
probably  because  the  optic  nerve  was  cut  longitudinally  in  the 
usual  numner,  and  not  traversely,  as  was  desirable  when  a 
lesion  of  the  central  vessel  was  suspected.  He  also  dealt 
with  the  changes  found  in  the  retinal  vessels  of  these  cases — 
namely,  (1)  endothehal  proliferation,  (2)  thickening  of  the 
connective  tissue  of  the  walls,  (3)  hyaline  degeneration  (a 
change  superimposed  on  the  last),  (4)  secondary  thrombosis. 
Various  combinations  of  these  changes  might  be  found  both 
in  arteries  and  veins.  The  use  of  Weigerts  elastic  tissue 
stain  in  researches  on  vessels  was  also  illustrated. — Dr.  II. 
KxAPr  (New  York)  made  remarks  on  the  clinical  aspect  of 
thrombosis  of  the  retinal  vein. — Card  specimens  were  shown 
by  Mr.  Marcus  (umn,  Dr.  Kayner  Batten  and  Mr.  Smyth. 

•British  Medical  Journal. 
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Secretary. 

The  Report  of  Two  Cases  of  Lar3'ngeal  Tuberculosis 
Operated  on  by  Thyrotomy;  Comments  on  the  Operation. 
Dr.  Otto  J.  Stein,  Chicago. 

Abstract:  History  of  the  two  cases  operated  on  b}-  the 
author.  A  review  of  the  cases  reported  in  literature.  The 
purpose  of  presenting  the  report  of  these  two  cases.  Indi- 
cations for  the  operation.  The  advantages  and  disadvantages. 
Dangers  and  complications. 

The  ^Medical  Treatment  of  Laryngeal  Tuberculosis,  with 
Special  Reference  to  the  LTse  of  Formalin.  Dr.  L.  B.  Lock- 
ard,  Denver. 

Abstract:  In  the  treatment  of  laryngeal  tuberculosis  in 
its  manifold  types  no  remedy  has  such  a  broad  iield  of  use- 
fulness as  formalin,  for  it  fulfills  in  varying  measure  every 
essential  indication.  In  ulcerative  lesions  is  usually  superior 
to  lactic  acid,  combining  cleansing,  bactericidal  and  stimu- 
lating, without  irritative  properties.  Strong  solutions  reduce 
hyperplastic  tissues,  producing  brilliant  results  in  the  vege- 
tative types.  It  is  also  efficient  in  general  infiltrations. 
L'sually  produces  some  an<tsthesia.  In  severe  cases  daily  ap- 
plications of  a  3  to  10  per  cent,  solution,  with  a  spray  /a  per 
cent,  every  four  hours,  is  advised.  Results  depend  largely 
upon  maintaining  continuous  action.  Other  remedies  may 
supplement,  but  should  rarely  supplant  it. 
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The  Prognosis  of  Laryngeal  Tuberculosis.  Dr.  Robert 
Levy,  Denver. 

Abstract :  The  crusade  against  a  hopeless  prognosis  in  all 
cases  of  laryngeal  tuberculosis  is  going  on.  On  the  other  hand, 
there  is  a  decided  fear  of  too  much  optimism,  which  is  due  to 
limited  experience  or  imperfect  diagnosis.  The  prognosis 
"means  not  merely  a  recognition  of  the  name  of  the  disease, 
but  a  knowledge  of  the  nature  of  the  disease,  still  incomplete, 
but  rapidly  gaining  in  fullness  and  accuracy."  (Dock.) 
The  prognosis  of  laryngeal  tuberculosis  must  be  considered  in 
its  relation  to  pulmonary  tuberculosis.  It  has  a  bearing  upon 
the  pulmonary  complication,  while  the  pulmonary  disease 
also  influences  the  progress  of  the  laryngeal  affection. 
Involvement  of  the  larynx  in  tuberculosis  results  in  an  inter- 
ference with  two  important  functions,  namely,  phonation 
and  deglutition.  Its  prognosis  should  be  considered  with 
reference  to  these  two  functions,  and  also  with  reference  to 
the  life  of  the  patient.  The  nature  of  the  lesion  in  the  lar- 
ynx, its  early  recognition,  the  time  of  its  development,  in  the 
course  of  pulmonary  or  other  tubercular  invasion,  and  the 
environment  of  the  patient,  in  which  climate  plays  an  import- 
ant part,  must  all  be  considered  in  determining  the  progress 
and  ultimate  result  of  the  affection. 

How  Shall  We  Educate  Our  Blind  Children?  Dr.  Casey 
A.  Wood,  Chicago. 

At)stract:  The  chief  objects  sought  in  the  education  of 
the  l)lind  are  to  make  them  self-supporting  and  to  enable 
them  to  realize  health  and  happiness.  The  institutional  care 
of  l)lind  cliildren,  as  ordinarily  carried  out  in  our  asylums,  has 
many  drawbacks.  Intermarriage  among  the  blind  and  restrict- 
ing their  daily  social  intercourse  to  persons  similarly  affected 
arc  among  these  evils.  The  experiment  of  oducatiui;  blind 
children  in  the  public  schools  has  for  the  first  time  boon  tried 
in  C'hicago,  and  iuis  proved  decidedly  successful.  Hlind  pupils 
attend  classes  just  the  same  as  children  with  good  vision,  imd 
are  taught  and  treated,  as  far  as  i)ossible,  like  the  latter. 
Supplementary  teaching  is  also  given  them  in  certain  schools. 
This  department  of  the  Chicago  public  school  system  is  under 
the  care  of  a  very  competent  superintendent,  who  !■-  liiniself 
totally  ))lin(l.    An  account  of  the  methods  eniploved  ;nid  their 
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results.     Individual  examples.     Conclusions  from  this  experi- 
ment in  pfedagogy. 

Haemorrhage  from  the  Lacrimal  Duct  Following  Removal 
of  a  Style.     Dr.  J.  C.  Buckwalter,  St.  Louis, 

Abstract:  Report  of  case.  Interesting  to  note  how  long 
the  style  lay  dormant.  Up  to  within  two  months  of  the  time 
of  removal  the  style  had  caused  no  symptoms  of  irritation. 
On  removal  the  haemorrhage  was  profuse  and  prolonged, 
apparently  not  intiuenced  by  any  anti-ha?morrhagic  treatment. 
Considering  the  fact  that  there  are  no  bloodvessels  of  any  con- 
sequence in  this  region,  aside  from  numerous  minute  arteries 
and  veins, it  is  remarkable  to  have  serious  htemorrhage. 

A  Criticism  on  the  Use  and  Abuse  of  Lacrimal  Probes. 
Dr.  G.  F.  Suker,  Chicago. 

Abstract:  A  condemnation  of  the  very  large  lacrimal 
probe.  The  very  conservative  employment  of  any  lacrimal 
probe  is  deemed  sufficient. 

George*  Frick's  Book:  The  First  American  Treatise  on 
Ophthalmology.     Dr.  J.  M.  Ball,  St.  Louis. 

Abstract:  This  paper  gives  an  account  of  the  life  and 
writings  of  George  Frick,  M.D.,  of  Baltimore,  Md.,  whose 
treatise,  published  in  1823,  was  the  iirst  ophthalmologic  text- 
book issued  in  North  America.  A  copy  of  the  book  will  be 
exhibited. 

Thursday— 9:30  A.  J/. 

DEMOX8TRATIOX    OF    CASES,    SPECIMEXS    OR    IXSTRrMENTS. 
10  A.   J/. 

Some  of  the  Accidents  and  Complications  ^let  With  in 
the  Extraction  of  Cataract.     Dr.  D.  W.  Greene,   Dayton,  O. 

Abstract :  A  brief  review  of  the  history  of  the  operation, 
showing  the  evolution  through  which  the  different  steps  have 
passed,  from  Petit,  170(),  Daviel,  1745,  to  the  present  time. 
The  shifting  of  the  section  forward  until  it  is  now  made  en- 
tirely corneal.  The  smaller  iridectomy  or  its  entire  omission. 
The  different  method  of  opening  the  capsule  and  delivering 
the  lens  and  cortical  debris.  The  so-called  toilette  of  the 
operation.     Combined   operation    usualh'   made.     What    are 
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accidents  in  and  what  are  complications  of  the  operation.  A 
strict  definition  of  each  is  difficult.  Management  of  a  normal 
case.  Management  of  accidents  and  complications.  Acci- 
dents are  usually  operative.  Complications  may  be  present 
at  the  time  of  operation ;  may  result  from  accidents  during 
operation,  but  as  a  rule  are  post-operative.  Age  as  such  is 
never  a  contra-indication.  Physical  and  mental  conditions 
incident  to  it  may  be  compHcations.  When  ansesthetics  are 
used.  When  anterior  leaf  of  capsule  is  extracted.  When 
lens  is  extracted  within  the  capsule.  Flannel  bandages,  lint 
and  cotton  compresses.  Confinement  in  bed  not  rigidly  en- 
forced after  second  day.  All  of  which  is  intended  to  lead  up 
to  and  make  clear  the  title  of  the  pap^r  and  the  subject 
treated  under  it. 

Removal  of  Anterior  Capsule  and  the  Hypodermic  Use  of 
Morphia  in  Simple  Extraction.      Dr.  Eugene  Smith,  Detroit. 

Ah.straci:  Extraction  of  large  central  portion  of  anterior 
capsule  with  proi)crly  constructed  capsule  forceps  is  superior 
to  use  of  cystotome.  In  more  than  00  per  cent,  of  cases  it 
obviates  necessity  for  discission  of  capsule,  which  is  not 
always  a  harmless  procedure.  Many  times  in  cases  of  thick- 
ened capsule  the  lens  may  be  delivered  in  the  capsule  and 
without  loss  of  vitreous.  Ideal  method  in  case  of  Morgagnian 
cataract.  Hypodermic  use  of  morphine  contracts  pupil: 
allavs  distress  following  operation;  also  alleviates  tendency 
to  cough,  if  present. 

The  vSafest  Operation  for  Senile  Cataract.  I  >i'.  11. 
Gifford,  Omalia. 

Ahstvnct:  1.  Discussion  of  advisability  of  iridectomy, 
simultaneous  or  prej)arat()ry.  2.  The  advantages  and  disad- 
\ai)tagcs  of  a  conjunctival  flap.  o.  Operations  with  large 
detached  conjunctival  (lap,  including  C/ermack's  subconjunc- 
tival operation. 

Complications  Follouing  Cataract  Extraction  in  (ilaucoma. 
Dr.  Louis  J.  Goux,  Detroit. 

Ahsfrdc/ :  Catai'act  due  to  glauconiM.  Kcpnil  of  case. 
Difficulties  encountered  in  extraction;  lens  delivered  by  intra- 
ocular    prcssiir<'.       S('(|ucl!v'.       Post-operative     liicmorrliage, 
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corneal  fistula.     What  prophylactic  measure  svould  have  been 
advisable? 

Central  Superficial  Choroiditis.  Dr.  T.  B.  Schneideman, 
Philadelphia. 

Abstract:  Lesions  of  the  deeper  membranes  of  the  eye, 
objectively  appreciable  with  the  ophthalmoscope  and  not  of 
specific  origin,  rarely  recovering  without  serious  damage  to 
structure  and  function;  the  case  here  reported  proves  a  for- 
tunate exception.  A  central  scotoma,  at  first  with  hardly 
appreciable  edema  of  the  macula,  presently  showed  yellowish 
plaques  of  choroiditis.  A  complication,  perhaps  with  some 
casual  relation,  was  discovered  in  a  purulent  discharge  from 
sphenoidal  sinuses  on  both  sides.  The  case  terminated  in 
practically  perfect  recovery. 

Lantern  Demonstration  on  Glioma  and  the  Question  of 
Rosettes.     Dr.  A.  Alt,  St.  Louis. 

Abstract:  Since  Wintersteiner  has  first  drawn  particular 
attention  to  certain  appearances  in  glioma,  well  known  l)efore, 
given  them  the  name  of  rosettes,  and  claimed  them  as  due  to 
neuro-epithelial  cells,  and,  in  accordance  with  this,  has  pro- 
posed to  call  certain  gliomata  neuro-epitheliomata,  further 
critical  studies  regarding  these  points  have  been  but  few. 
Very  similar  formations  are  often  found  in  detached  and 
firmlv  compressed  retinte,  but  they  are  not  the  same  thing. 
Rosettes  or  similar  figures  can  be  formed  whenever  and 
wherever  glioma  cells  grow  around  another  tissue  or  cell,  and 
their  presence  or  absence  does  not  seem  to  prove  that  there 
are  several  distinct  forms  of  glioma. 

A  New  Series  of  Semaphore  Charts  for  Testing  Vision  of 
Railroad  Employees.  Designed  by  Nelson  ^L  Black,  M.D., 
of  Milwaukee.     Dr.  H.  V.  Wlirdemann,  Milwaukee. 

Abstract:  The  author  makes  no  claim  of  originality,  but 
uses  the  figure  of  a  semaphor  signal,  pole  and  all,  accurately 
reduced  by  scale  to  represent  at  tw'ent}^  feet  the  actual  signal 
seen  at  one-half  mile  (2,640  feet).  The  colors  used  are  the 
same  as  are  used  in  actual  practice,  and  the  background  is  a 
grayish  tinge  to  represent  the  average  horizon,  against  which 
signals  with  an  ideal  background  are  seen.  Both  the  s^na- 
phore  and  the  Hall  or  disc  signals  are  represented. 
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Thursday— 3  F.  M. 

Some  Unique  Cases  of  Amblyopia.  Dr.  T.  W.  Moore, 
Huntington,  W.  Vii. 

Abstract :  Three  cases  of  amblyopia  occurring  in  apparently 
healthy  children  between  the  ages  of  ten  and  seventeen  years; 
one  case  treated  by  the  method  recommended  by  L.  "Webster 
Fox.  Some  points  of  difference  between  these  cases  and 
hysterical  amblyopes.  Two  cases  of  hysterical  amblyopia 
possessing  interesting  features. 

The  Toxic  Amblyopias,  with  Special  Keference  to  those 
Produced  by  Tobacco  and  Coffee.  Dr.  A.  E.  Bulson;  jr., 
Ft.  AVayne,  Ind. 

Abstract:  Eeferences  to  coffee  amblyopia  but  few  and 
brief  in  ophthalmological  literature.  Visual  disturbances  not 
unconmion  in  persons  who  drink  coffee  to  excess,  and  trouble 
corrected  in  some  by  abandoning  use  of  coffee,  while  in  others 
active  treatment  is  required  to  restore  function.  Concentric 
contraction  of  the  visual  fields  for  all  colors,  usually  with, 
but  sometimes  without,  marked  impairment  of  central  vision, 
the  most  conspicuous  manifestation.  Persistent  central 
scotomas,  not  observed.  Asthenopic  symptoms  and  scin- 
tillating scotomas  not  uncommon.  Aside  from  slight  pale- 
ness of  the  temporal  half  of  the  disc  in  two  cases  there  were 
no  fundus  changes  noted  by  ophthalmoscopic  examination  in 
the  cases  under  ol)servation.  Casey  Wood's  theory,  that 
many  of  the  toxic  amblyopias  are  due  to  the  production  of 
ptomaine  poisoning  by  the  particular  toxic  agent  taken  into 
the  system,  is  thought  to  be  a  reasonal)le  explanation  of  the 
occasion  of  coffee  amblyopia.  Kcports  of  cases.  One  case 
observed  through  two  rela^jses.  Another  marked  case  seemed 
to  be  produced  by  the  combined  effect  of  tobacco  and  coffee, 
but  did  not  improve  until  the  use  of  coffee  was  abandoned. 
I'ermanent  atrophic  changes  would  prol)ably  result  in  long 
continued  cases.  In  recent  cases  prognosis  good.  Treat- 
ment the  same  as  for  other  toxic  amblyopias  Elimination 
essential.  Strychnine  brings  about  caily  improvement  of 
central  vision  and  wideniuir  of  vision  fields. 
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Cases  of  Retinitis  Pigmentos;i.  Dr.  J.  Elliott  Colburn, 
Chicago. 

Ahstrocf :  Predisposing  cause  not  known.  Exciting 
causes:  Consanguinity,  hereditary  or  acquired  syphilis,  and 
certain  toxins,  either  o:enerated  in  the  diirestive  track  or  in- 
troduced  in  the  form  of  xanthin,  or  xanthin-producing  iu- 
gesta.  The  prognosis  is  not  necessarily  unfa\orable  in  toxic 
form.  Eeport  of  eight  cases.  One  of  consanguinity,  two 
hereditary  syphilis,  two  general  sclerosis,  three  with  local 
sclerosis  (?),  coffee  and  tea  tox;vmia.  Treatment:  Dietetic, 
eliminative  and  stimulating. 

Remarks  on  the  Need  for  Thorough  Aseptic  and  Anti- 
septic Work  Prior  to,  During  and  After  Cutting  Operations 
on  the  Eyeball.     Dr.  B.  E.  Fryer,  Kansas  City.  :\Io. 

Abstract :  The  paper  proposes  to  very  concisely  set  forth 
the  need  for  a  greater  effort  to  obtain  an  aseptic  condition 
of  the  conjunctiva  and  its  surroundings  previous  to  eye 
operations ;  to  call  attention  to  some  of  the  main  factors  re- 
quired for  successful  working  towards  this  objective;  more- 
over, to  show  that  those  who  are  inclined  to  doubt  the  possi- 
t)ilitv  of  an  eve  asepsis  are  in  error:  also  to  point  out  the  most 
approved  methods. 

The  Use  of  Pure  Nitric  Acid  in  the  Treatment  of  Dis- 
eases of  the  Eye.     Dr.  J.  AV.  Bullard,  Pawnee  City.  Xeb. 

Abstract:  Very  little  has  been  written  on  the  subject.  Is 
one  of  the  most  powerful  escharotics  in  the  mineral  acid  group, 
but  as  it  coatrulates  the  albumen  of  the  tissues  without  redis- 
solving  it,  it  in  this  way  safeguards  its  own  excessive  action. 
In  the  great  majority  of  cases  its  action  is  just  as  effectual  as 
i-  the  actual  cautery,  over  which  it  possesses  many  advan- 
tages, both  to  the  surgeon  and  patient.  ]\Iode  of  application. 
Its  use  is  indicated  in  all  infected  ulcers  of  the  cornea  and 
conjunctiva.  In  fact,  may  be  used  in  any  case  where  a 
cauterant  is  indicated.  Possesses  advantages  over  both 
carbolic  acid  and  iodine.  Is  very  serviceable  in  the  oblitera- 
tion of  chronic  vascular  conditions  of  the  cornea,  and  in  the 
after  treatment  of  the  pterygium  operations. 
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Some  Exeriences  with  Adrenalin  Chloride.  Dr.  D.  \l. 
Welsh,  Grand  Rapids,  Mich. 

Abstract:  Danger  arising  from  the  hypodermic  use  of 
chloride  of  adrenalin  in  chloroforn  anivsthesia. 

Notes  on  the  Use  of  Dionin.  Dr.  Thos.  C.  Hood, 
Indianapolis. 

Abstract:  1.  Statement  as  to  the  drug  itself,  chemical 
name  and  composition.  2.  Short  rc'sume  of  reports  on  it  by 
those  who  have  used  it,  with  the  rationale  of  its  action 
and  physiological  effect.  3.  Notes  of  its  use  in  cases  of  my 
own.     4.   Conclusions. 

Experiments  with  Kadium  in  Some  Nose,  Throat  and  Ear 
Diseases.     Dr.  J.  C.  Beck,  Chicago. 

Abstract:  General  consideration  of  "Radiotherapy.'' 
What  is  radium?  Scientitic  experiments  and  tests  of  radium. 
Its  thera})eutic  uses.  Five  cardinal  questions  answered  by 
letter  from  a  number  of  physicians  using  radium.  Clinical  ex- 
periments by  means  of  radium  in:  1.  Carcinoma  of  the 
larynx;  2.  Tuberculosis  of  the  larynx;  3.  Sarcoma  of  the 
nose  (intranasal):  4.  Tuberculosis  (primary  )  of  the  septum  : 
5.  Spccitic  ozena;  (>.  Intranasal  neuralgia  (marked):  7. 
Tinnitus  aurium  (marked);  8.  Chronic  suppuration  of  the 
middle  ear;  Jt.  Lingua  nigra.  Comparative  experiments  of 
radium  and  X-rays.      Conclusions. 

Fridat/ — ,V.-.>V>  J.  }f. 

DK.MONSTl.'ATION    (>]■    CASKS,    SI'KCniKNS    Oi;     1 NSTIIIM  KN  is. 

Dr.  II.  ^'.  A\'iird('manii.  of  .Milwaukee,  will  exhil>it  photo- 
graphs and  specimens  of  tumors  of  the  I'Vc  aiul  orbit. 

S'iMI'OMlM     ON  •  N»»N-Sl   I'lTltAlIN  K    OllllS     M?:|)1A. 

1.  The  Etiology  and  Diagnosis  of  Acute  \on-Sui)purali\(' 
Otitis  Media.      Dr.  W.  C.  Hane.  Denver. 

Ahslrart :  Etiology:  Ex])o>ure  to  e<»ld  or  wet  when  l>od\- 
is  (verhcated  :  in  children  during  teething:  extension  of 
pharyngitis  to  the  ear:  eomplieation  of  measles;  tlnid-  en- 
tering the  middle  ear  throngh  the  Eustachian  tube.  Diag- 
nosis:   A    feeling  of   heat    and    fidinos     in    the   e;ir:    pMJn.   at 
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tirst  intennittiiig :  dullness    of    hearing;    nienibrana  tympani 
congested  and  later  bulging,  discharae  of  serum  and  mucus, 

2.  The  Treatment  of  Acute  Non-Suppurative  Otitis 
Media.     Dr.  E.  Pjnchon,  Chicago. 

Abstract :  The  ideal  treatment  in  the  early  stage  of  acute 
otitis  media  is  the  prompt  use  of  the  intratympanic  air  douche. 
Inflation  in  this  condition  has  been  both  praised  and 
ccnidemned  by  different  writers,  though  all  appreciate  the 
fact  that  a  cure  can  lie  promptly  affected  by  the  re-establish- 
ment of  tympanic  drainage  and  restoration  of  atnu)spheric 
equilibrium.  Politzerization,  when  strong  enough  to  pass 
the  tubal  occlusion,  is  painful,  and  has  carried  into  the 
tA'inpanum  infective  material  from  the  tubal  orilice  so  as  to 
intensify  the  inflammatory  process  in  the  middle  ear.  In 
order  to  abort  an  acute  catarrhal  otitis  the  writer  has  for  sev- 
eral years  successfully  supplied  the  constant  air  current,  suit- 
ably medicated,  with  a  catheter,  beginning  with  low  pressure 
and  gradually  increased  as  required.  As  an  air  douche  it 
cleans  the  Eustachian  tube  of  infective  material  and  eventually 
passes  the  constriction.  In  addition  to  the  air  douche,  hot  1 
per  cent,  phenol  douches  are  used,  several  times  daily,  in  the 
external  auditory  canal,  and  during  tiie  interval  dry  heat, 
preferably  with  a  Japanese  hot  box.  Lastly,  if  resolution  docs 
not  follow,  then  a  paracentesis  is  required.  In  addition  to 
these  steps,  general  treatment  is  given  as  indicated. 

3.  The  Diagnosis  and  Differentiation  of  Chronic  Non- 
suppurative Otitis  Media.      Dr.  AV.  L.  Ballenger,  Chicago. 

Abstract:  1.  Acute  catarrhal  otitis  media:  a.  Acute  sup- 
purative otitis  media;  b.  Acute  tul)al  catarrh;  c.  Acute 
nivringitis;  (7.  Foreign  body  in  the  external  meatus;  e. 
Traumatism  through  the  external  meatus:  /.  Ear-ache  from 
the  presence  of  adenoids. 

2.  Chronic  catarrhal  otitis  media  \s.  :  a .  Adhesive  otitis 
media;  b.  Oto-sclerosis  spongifying;  r.  Labyrinthitis:  d. 
Pressure  on  auditory  nerve;    <■-..   Imi)acted  cerumen. 

3.  Adhesive  otitis  media  vs. :  a.  Chnmic  catarral  otitis 
media:  A.  Adhesive  obstruction  of  Eustachian  tube;  c.  ( )to- 
sclerosis;    d.   Labyrinthine  diseases. 

4.  Oto-sclerosis  vs. :    a.   Adhesive  catarrlial  otitis  media  : 
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J).   ()titi.s   media   eiitarrliulis  chronica;    c.   Tubal  catarrh  and 
adhesive  obstructions;    d.   Labyrinthine  diseases. 

4.  The  Treatment  of  Chronic  Nou-Suppurative  Otitis 
Media.     Dr.  M.  A.  Goldstein,  St.  Louis. 

Ahiitract :  Three  empirical  subdivisions  of  the  stages  and 
development  of  chronic  non-suppurative  otitis  media  may  be 
made. 

1.  The  early  stages  of  hypertrophic  catarrhal  otitis  media. 

2.  Advanced  stages  of  hypertrophic  catarrhal  otitis 
media. 

0.  Sclerosis  and  raretication  of  the  bony  capsule  of  the 
labyrinth. 

The  treatment  of  these  several  subdivisions  of  chronic 
non-suppurative  otitis  media  will  be  given  consideration  under 
their  respective  heads: 

1.  Early  Stages  ot  Hupertropliic  Catarrhal  Otitis  Media. 
— The  swollen  condition  of  the  mucous  membrane  and  exud- 
ation cause  stenosis  of  Eustachian  tube  and  retraction  of 
membrana  tympani.  For  relief,  use  Politzer  bag  or  catheter, 
repeating  daily  or  as  frequently  as  improvement  in  hearing 
and  decrease  of  feeling  of  fullness  in  ear  indicate.  When 
exudation  is  profuse  in  tympanic  cavity,  incision  of  mem- 
brane may  be  necessary  to  drain.  As  nasal  and  post-nasal 
mucosa  are  usually  provoking  factors,  they  should  receive 
careful  attention.  The  alkaline  nasal  spray,  saline  irrigation, 
post-nasal  wash,  astringent  applications  to  pharyngeal  mouth 
of  Eustachian  tube,  vaporization  with  inflation  and  adrenalin 
applications  should  be  used.  If  adenoids  or  hypertrophied 
faucial  tonsils  are  present,  they  should  be  removed.  Hyper- 
tro])hied  turbinals  or  septal  deflections  or  projections,  if  inter- 
fering with  proper  aeration  of  Eustachian  canal,  or  exciting 
constant  irritation  to  nuicosa  or  ercclilc  tissue,  should  In- 
disposed of.  If  general  condition  i>  below  par.  tonics  and 
systemic  medication  are  indicated.  Climatic  conditions  may 
often  influence  the  progress  of  these  cases.  Prompt  attention 
to  tlicsu  many  features  of  the  early  stages  of  cluonir  (atarrhal 
otitis  media  offers  favoral  jjrognosis. 

2.  'I'rmtnu  tit  of'  i\(lraiiri<l  Stdqi  s  of  ('hrouir  ( 'tilnrrhtil 
Otitis  Ml  din. — rndci'  llii>  sul»divi>ion  we  include  lt>ng->land- 
ing  plastic  exudation  and   adhesions    in    the    t\inpauic    (•a\it\. 
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with  retnietion  of  meiiibruiui  tympani  and  tixation  of  ossicles. 
The  Politzer  bair  and  catheter  are  especially  indicated.  Where 
narrowing  of  Eustachian  tube  has  occurred,  the  whale  bone 
bougie  and  the  gold  electrolytic  bougie  have  frequently  been 
effective.  Recent  tixation  of  ossicles  and  slight  adhesions 
may  be  broken  up  l\v  repeated  massage  either  with  a  hand 
masseur  or  an  electric  massage  pump.  Recently,  vibratory 
massage  has  been  introduced.  The  massacon,  an  ingenious 
form  of  vibratory  pheno-massage,  has  been  presented. 
Oi)erative  treatment,  such  as  tenotomy  of  the  tensor  tvmpani 
and  excision  of  ossicles  in  ankylosis  have  been  frequentlv 
tried  and  have  failed.  Intlation  of  medicated  nebula?  are  of 
bcnetit.  Injections  through  the  Eustachian  catheter  into  the 
tympanic  cavity  are  effective  in  many  cases.  Mild  solutions 
of  iodine,  menthol  and  pilocarpine  are  used;  iodine  and  men- 
thol in  an  oily  menstruum  give  best  results.  Internal  thera- 
peutics in  this  stage  are  of  little  value.  Climatic  conditions 
may  influence  progress  and  prognosis  of  this  stage,  as  well  as 
in  the  earlier  stage. 

3.  Treatnienf  of  Sclerosis. — In  a  detinitely  diasfnosed 
case  of  sclerosis,  all  treatment  has  thus  far  been  found  use- 
less. Too  much  emphasis  cauuot  be  laid  on  the  necessitv  of 
a  careful  differentiation  between  the  hypertrophic  and  the 
sclerotic  form  of  otitis  media  chronica  catarrhalis.  The 
Bezold  Ton-Reihe  should  be  employed  in  the  differentiation 
tests.  The  patient  should  be  honestly  informed  that  his 
case  offers  but  little  hope  of  improvement. 

").  The  Prognosis  of  Chronic  Non-Suppurative  Otitis 
Media.     Dr.  J.  A.  Stucky,  Lexington,  Ky. 

Abstract :  Accuracy  of  prognosis  depends  upon  accuracy 
of  diagnosis.  The  element  of  uncertainty  in  both.  Prognosis 
depends  on  the  type  of  the  case,  age,  occupation:  dAscra.sia 
and  heredity  have  to  be  considered  in  connection  with  local 
and  systemic  conditions.  Evidence  of  improvement  and  suc- 
cess in  handling  these  cases  increasing  in  last  few  years. 
Danger  of  over-treatment.  Brief  comments  on  treatment 
now  chiefly  used,  with  suggestions. 

What  Constitutes  Proper  Nasal  Treatment  for  Ear  Dis- 
eases.     Dr.  Jno.  A.  Donavau,  Butte,  Mont. 

Abstract:    Uniformity    in    theory    but     not    in    practice 
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Always  ncgjitivc  pressure  in  iitiso-phurynx  in  proportion  to 
nasal  obstruction,  increased  ofreallv  by  unfayorable  conditions; 
produces  rarefaction  in  canals  and  collapsed  ear-drums; 
turgescent  membranes  prolong  the  rarefaction  and  increase 
s3Mni)toms  till  chronic  trouble  results.  Every  nose  already 
producing  pathologic  symptoms  in  ears  should  be  made  prac- 
tically anat'  '  My  perfect.  Every  spur  removed,  but  mem- 
brane preS'  Septum  straightened,  U  incision,  both 
ends  of  incision  -,arried  up  entirely  through  the  cartilage  to 
the  skin;  splints  injurious.  Enough  middle  turbinate  re- 
moved to  relieve  obstruction;  edge  of  lower  turbinate  with 
saw  and  scissors.  Mechanical  saw,  burr  or  trephine  shortens 
and  simj)lifies  operations.  Many  advantages  in  immediate 
operation;  active  after-treatment  not  necessary;  plugging 
contra-indicated.  Immediate  thorough  operative  treatment 
advisable,  remembering  always  it  is  a  person,  not  simply  an 
oriran  we  are  dealingr  with. 

Turbinectomy.      Dr.  D,  S.  Reynolds,  Louisville,  Ivy. 

Ahslract :  An  efficient  means  of  relieving  obstructions  due 
to  malformations  of  the  septum.  It  often  relieyes  the  dis- 
tressing symptoms  due  to  adenoid  vegetations  in  the  vault  of 
the  j)haryux.  In  many  cases  it  relieves  deafness,  by  taking 
away  the  ob.-^truction  at  the  inferior  extremity  of  the  Eus- 
tachian tube.  The  operation  should  be  as  complete  as  pos- 
sible, and  is  followed  by  no  disturbance  of  the  lacrimal  ap- 
l)aratus.  It  allows  not  only  the  free  passage  of  air  through 
the  nose,  but  affords  drainage  to  the  crypts  and  sinuses  above. 
It  should  be  done  in  all  cases  of  nasal  polypus. 

Fridaij — V  J\  M. 

The  T^inpano-Mastoid  Operation  in  Chronic  Sujipurative 
Otitis  Media.      Dr.  A.  H.  Andrews,  Chicago. 

^\hsfr<t(l :  ('linicalU'  thci'care  two  classes  of  cases,  sur- 
gical and  non-surgical.  Early  differential  diagnosis  is  de- 
sirable but  not  always  possible,  ( )l)jects  of  the  ojieration: 
1.    Hemo'.  diseased   tissue;    2.   To   provide   for   free  and 

pci'niancnt  drainage;  .">.  InipioNcmcnt  in  hearing  wIumi  pos- 
sible. Dangers  of  the  operation:  1.  To  the  facial  ner\e;  2. 
To  the  seniicircniar  canal;  \\.  To  the  lateial  sinus;  \.  To 
the  middle  fos>;i  ;    ").    Accidental     remo\al  of  stapes;    (!.  ('.»n- 
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cusf^ion  from  use  of  chisel  and  mallet.  Cadaver  experience 
necessary  for  thoroughness  and  safety.  Instruments  re- 
quired. Methods  of  operating.  A  tongue-shaped  flap  made 
from  skin  of  posterior  superior  wall  of  auditory  canal  is  held 
in  place  by  suture.  Immediate  closure  of  post-auricular  in- 
cision. An  enlarged  auditory  meatus  facilitates  after-treat- 
ment and  lessens  danger  of  future  complications.  Care 
necessary  in  the  after-treatment  to  secure  good  hearing  and 
to  prevent  exuberant  granulations  interfering  with  the  heal- 
ing process. 

Keratosis  of  the  Throat.  (Illustrated.)  Dr.  Hal.  Foster, 
Kansas  City,  Mo. 

Abstract:  The  etiology:  Where  does  it  exist?  The 
spores  will  be  discussed.  Pathology:  The  bacteria  and 
stains.  Symptoms:  Local  onl}';  general  health  not  affected  : 
Diagnosis:  Photographs  will  be  presented:  the  spores  may 
extend  into  the  larynx,  but  as  a  rule  are  contined  to  the 
})har3'nx,  lingual  or  faucial  tonsils.  Prognosis:  good.  But 
exceedingly  annoying  to  nervous  patients ;  should  be  cor- 
rected. Treatment :  medical  and  surgical :  antiseptics  ;  ap- 
plications;  use  of  curette  and  galvano-cautery. 

Ordinary  Tonsillotomy,  "With  Exhibition  of  New  Instru- 
ments.    Dr.  E.  Pynchon,  Chicago. 

Abstract:  The  tonsil  is  often  semi-submerged,  or  so  at- 
tached to  the  pillars  that  a  partial  separation  is  required 
before  removal.  For  years  the  most  popular  tonsillotomes 
have  been  either  the  Mathieu  or  the  Mackenzie  types,  the 
former  pulling  the  tonsil  out  from  its  bed,  while  the  latter, 
by  pressure  upon  the  pillars,  is  intended  to  attain  the  same 
result.  I  wish  to  present  a  new  tonsillotonie  of  the  Mack- 
enzie type,  in  which  the  handle  is  in  straight  line  with  the 
blade,  and  so  shaped  that  it  can  be  used  equally  well  with 
either  hand,  and  strong  pressure  applied,  while  the  tonsil  is 
being  pulled  through  its  fenestra  by  a  forceps  of  new  design, 
with  slender  shafts  and  bull-dog  grasping  jaws,  which,  like 
the  tonsillotonie,  can  be  easil}^  handled  with  either  hand  by 
an  operator  not  possessed  of  the  ambidextrous  accomplish- 
ment. A  mouth-gag  should  always  be  employed.  I  am  now 
usinof  a  Fertyuson  g^agf  so    modified  as  to  engage  the  incisors 
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only.      For  illiuiiinatioii  :in  electric  head  lamp  should  he  used, 
the  child  being  held  by  ti  trained  assistant. 

(irave  ILeniorrhage  Followintj  Tonsillotomy.  Dr.  L.  ('. 
Cline,  Indianapolis. 

Ahstrarf:  1.  The  liability  to  be  misled  as  to  a  h.vm- 
orrhaoic  diathesis  with  all  the  ordinary  precautions.  2.  The 
failure  of  haemostatics  locally  applied.  ?y.  The  sustaining  of 
the  patient  by  replacing  the  lost  blood  by  calcium  chloride 
and  normal  salt  solutions  and  strj'chnia  hypodermatically. 

Pharyngocele.     Dr.  AV.  D.  Black,  St.  Louis. 

Ahstrarf :  Pharyngocde  is  :i  pouch  or  diverticulum  of  the 
l)harynx.  Etiology:  Regarding  the  true  origin  of  these 
pouches,  there  seem  to  be  different  opinions  among  writers 
on  the  subject.  Apparent  cause:  First,  congenital  defects 
in  developemcnt :  second,  weakness  of  some  part  of  pharyn- 
geal wall:  third,  those  due  to  stricture  and  developmental 
defects  in  the  esophagus.  Age  in  which  they  occur:  The 
author  believes  that  all  those  cases  occurring  under  thirty 
vears  of  age  are  due  to  defects  in  developemcnt,  except  those 
due  to  strictures  of  the  esophagus;  over  thirty,  they  should 
be  classed  under  the  head  of  the  acquired  form.  Symptonui- 
tology:  Rejection  of  food:  dysphagia  without  pain:  tumor 
at  the  side  of  the  neck,  etc.  Diagnosis:  Usually  not  dith- 
cult.  Prognosis:  Not  dangerous  to  life  in  the  majority  of 
cases;  Mackenzie  and  others  report  cases  where  the  disease 
had  existed  for  forty  years.  Treatment:  Diet,  proper  eat- 
ing and  drinking:  electricity,  massage,  bandage  to  the  ne(d< 
and  surgical. 

Rejjort  of  case:  Mr.  X.,  aged  tifty-four  years,  white, 
weight  170  jjounds,  occupation  farmer.  Previous  history 
good:  no  specific  or  organic  disease;  ]>atient  ai)parently 
healthv:  about  two  years  ago  patient  experienced  :i  st)ft  mass 
protruding  into  back  part  of  mouth  and  recurring  at  irregular 
intervals:  there  was  no  ))ain  on  deglutition.  After  >omc 
time  i)atient  claimed  he  could  catch  the  mass  between  his 
molars,  and  there  was  vei-y  little  pain  on  jiressure.  The  mass 
ajipeared  to  rest  on  the  base  of  the  tongue  when  a  digital  ex- 
amination was  made,  but  only  long  enough  to  get  a  fair  \  iew 
of    it.      Ti-eatment:     In>tiucle(l    patient    about    diet,    and    to 
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thoroughly  ma.sticate  his  food ;  electricity  and  stiycliiiia ;  no 
great  improvement.  One  month  later  patient  died  from 
suffocation . 

A  Case  of  Unihiteral  Nj'stagmus,  with  Remarks  on  the 
Probable  Cause.      Dr.  S.  Kirkpatrick,  Sehna,  Ala. 

Abstract:  A  very  rare  affection.  Horizontal  type; 
nearly  all  of  the  cases  previously  reported  were  of  the  verti- 
cal type.  Refractive  error  the  probable  cause,  as  it  was  con- 
trolled by  Avearing  a  full  correction  for  her  anisometropia 
and  oblique  astigmatism. 

Further  Experience  and  Treatment  of  Keratoconus. 
Dr.  J.  A.  L.  Bradfield,  La  Crosse,  Wis. 

Abstract:  Keratoconus  in  the  incipient  stage  is  not  only 
curable,  l)ut  considerable  ectasia  of  the  cornea  can  be  reduced 
to  normal  corneal  tissue.  When  the  ectasia  has  advanced 
till  the  cornea  becomes  thinned,  palliation  is  only  possible  and 
vision  greatly  impaired.  Report  of  four  cases  illustrating 
the  different  stages  and  results  of  treatment. 

The  Burr  in  Mastoid  Operation.  Dr.  A.  Barkan,  San 
Francisco. 

Abstract :  The  advantages  of  using  the  burr  in  preference 
to  the  chisel  and  mallet.  The  early  difficulties  in  securing 
proper  and  sufficient  power  and  control  of  the  l^urr.  A  de- 
scription of  the  instrument  and  its  application  to  the  bone. 
When  to  change  to  a  smaller  burr.  Special  advantages  in 
using  the  burr  in  approaching  the  lateral  sinus.  The  burr  as 
an  instrument  for  removing  the  intervening  bridge  of  bone. 
The  use  of  the  strabismus  hook  as  an  aid  in  removing  the 
spur  remaining.  The  use  of  the  burr  to  the  exclusion  of  the 
mallet  and  (;hisel.  Exposing  the  tegmen  tympani.  Advan- 
tages:  a.  Lessening  of  shock;  b.  Shortening  of  time;  c.  The 
safer  instrument;  d.  Facilitating  the  finishing  touches;  e. 
The  beauty  of  the  operation. 
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FOREIGN    BODIES   IN    THE   EYE    AND   THEIR   REMOVAL  WITH 
THE  ELECTRO-MAGNET. 

Wilbur  B.  Marple,  (Medical  Record,  June  25)  after  dis- 
cussing this  subject  carefully,  recapitulates  as  follows: 

1.  An  eye  in  which  a  piece  of  iron  or  steel  is  buried  in- 
variably deteriorates,  and  ultimately  becomes  blind  (siderosis 
bulbi)  if  the  foreign  body  is  not  removed,  unless  it  becomes 
completely  encapsulated.  In  many  cases  this  degeneration  is 
preceded  by  the  sjinptoms  of  hemeralopia. 

2.  If  the  foreign  bodv  is  in  the  anterior  segment  of  the 
eye,  the  Haab  magnet  is  almost  universally  used,  at  least  to 
get  the  particle  into  the  anterior  chamber. 

o.  The  injury  in  the  great  majority  of  cases,  when  it  is 
in  the  anterior  segment  of  the  eye,  is  not  attended  with  a 
prolapse  of  the  iris,  and  the  occurrence  of  this  complication 
makes  it  probable  that  the  foreign  body  has  not  penetrated 
the  globe.  This  symptom,  however,  is  not  a  reliable  one  in 
case  the  foreign  body  has  made  a  large  or  irregular  wound  in 
the  eye. 

4.  If  the  foreign  l)ody  has  penetrated  into  the  \  itrcous,  or 
posterior  part  of  the  globe,  localization,  cither  with  the  sidero- 
.scope  or  X-ray,  had  better  precede  any  attempt  to  extract 
it,  especially  if  the  lens  is  still  transparent.  After  the  particle 
has  been  localized  it  can  be  removed  by  way  of  the  anterior 
chambfi  with  the  llaab  magnet,  or  by  opening  directly  intotlir 
sclera  near  where  the  partic^le  has  been  located.  As  to  which 
is  the  better  method  to  be  employed  in  this  class  of  cases,  is 
still  a  matter  of  discussion  among  op/if/tahnolor/i.sfs. 

.').  If  the  symptom  of  i)ain  cannot  l)e  elicited  with  the 
Ilaab  magnet,  this  is  to  be  interpreted  as  evidence  {<r )  that 
thcie  is  no  foreign  body  in  the  eye:    (f»)  that  it  is  enveloped, 
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in  recent  CRses,  in  a  fibropurulent  exndation,  or  a  ))l()od-cl()t 
(Felir's  case),  or,  in  less  recent  cases,  that  it  is  firmly  enca[)- 
sulated;  (c)  that  it  has  passed  entirely  through  the  globe  and 
is  lodged  partly  or  wholly  in  the  orbital  tissues  (double 
perforation). 

HOT   AVATER    APPLIED    DIRECTLY    TO    THE    CORNEA   IX    THE 
TREATMENT  OF  CORNEAL  INFILTRATIONS. 

Manolesco  {Ann.  d  Oculist,  March,  1904)  :  The  effect 
of  heat  on  the  migration  of  leucocytes  led  the  author  to  ex- 
periment with  the  action  of  hot  water  in  deep  intiltrations  of 
the  cornea,  especially  in  parenchymatous  keratitis.  After 
cocainization,  hot  water  (80"  to  90^  C. )  is  allowed  to  fall  drop 
by  drop  on  the  cornea.  This  application  is  continued  from 
five  to  ten  minutes  and  is  repeated  twice  a  day.  The  circuni- 
corneal  injection  is  increased  and  corneal  vascularity  becomes 
more  apparent.     This  condition  lasts  from  two  to  five  hours. 

Conclusions  drawn  from  twelve  cases  treated  in  this  man- 
ner are  as  follows:  (1)  In  parenchymatous  keratitis  the 
treatment  is  superior  to  other  local  treatments;  (2)  it  hastens 
the  resorption  of  corneal  infiltrations  and  serves  also  as  an 
irritant;  (o)  it  is  easy  to  apply  and  is  not  followed  by  any 
ill  effects  even  if  the  water  is  a  little  too  hot. — Inter  State 
Medical  Journal. 

EYE-STRAIN     AS     A      CAUSE     OF     HEADACHE      AND     OTHER 

NEUROSES. 

Simeon  Snell,  (  TJie  Lancet,  London,  April  oO)  after  dis- 
cussing this  subject  summarizes  his  paper  under  the  following 
conclusions : 

1.  That  eye-strain  is  the  cause  of  a  large  proportion  of 
headaches,  often  of  a  very  aggravated  character.  2.  That 
various  other  neuroses  are  met  with  in  association  with  head- 
ache, and  among  these  ma}'  be  mentioned  the  following: 
mental  depression,  nausea,  indigestion,  vomiting,  insomnia, 
giddiness,  choreiform  movements  of  the  eyelids  and  face,  etc. 
3.  That  relief  is  afforded  to  these  conditions  by  correcting 
the  error  of  refraction,  which  can  be  ascertained  only  after 
careful  examination.  4.  That  for  such  examination  a  my- 
driatic is  absolutely  essential.  ").  That  frequently  no  com- 
plaint is  niade  of  defect  of  vision.  (>.  That  the  ametropia  is 
frequently  of  low  degree,  ()1.2  per  cent,  of  my  cases  needing 


2o2  ]V.  A.  Shoemaker. 

0.7.')  D.  cyl.  and  weaker.  7.  That  a  cyliucler  of  0,25  D.  is 
of  great  value.  8.  That  anisometropia  is  frequent!}"  present 
and  requires  proper  adjustment.  9.  That  in  a  certain  num- 
ber of  cases  the  muscle  balance  is  faulty  and  necessitates  the 
prescribing  of  prisms. 

DIOXIX  AXD  ACOIX. 

(t.  De  Wagner  Hallett  {Horn.  Ei/e,  Ear  ami  Throat 
Jour.,  June)  gives  the  following  extracts  from  Darier's 
"Ocuhir  Therapeutics." 

Dionin. — The  action  of  dionin  is  lymphagogue,  detersive, 
eliminatorv,  resolutive,  stimulant  and  analgesic.  Under  its 
use  the  h'm})hatic  channels  become  distended  to  ten  times 
their  orignal  dimensions.  Kesolutive  action  is  in  pro})ortiou 
to  the  amount  and  duration  of  the  chemosis.  Patients  with 
gout,  Bright's  disease  and  arterio-sclerosis  respond  with 
marked  intensity.  There  is  a  variable  action  in  young  and 
vigorous  persons.  It  has  pronounced  action  in  the  scrofu- 
lous and  lymphatic  subject,  but  less  so  than  with  Bright's 
and  heart  disease. 

MODE    OF    EMPLOYING    UIONTX. 

A  2  per  cent,  solution  is  a  good  strength  with  which  to 
start.  It  is  better  not  to  prescribe  the  solution  for  patients' 
use  until  you  have  demonstrated  its  reaction  on  that  partic- 
ular ])erson 

Instill  cocaine  tirst :  then  a  drop  of  dionin.  and  wait  sev- 
eral minutes  to  observe  results;  then  another  chop.  Do  this 
particularly  in  those  suspected  of  a  lively  reaction. 

In  those  with  good  circulation  the  lymphagogue  action  is 
but  slight,  and  chemosis  sometimes  cannot  be  obtained. 
There  will  be  but  slight  swelling  of  the  conjunctiva,  with 
tlilation  of  the  bloodvessels  and  always  a  peculiar  l)rillian(y 
of  the  cornea. 

Tiic  tirst  application  will  be  more  effective  than  tlu'  >cc- 
ond,  ujade  the  next  day,  but  after  an  interval  of  several  days 
il  will  again  be  like  the  tirst. 

Tolerance  is  often  produced  after  several  days  of  use.  and 
t  lien  it  is  without  ri-actioM. 

( )nce  you  know  how  the  particidar  i)atient  will  rca<t  yon 
can  prescril)e  il  for  home  use. 

Instilled  into  the  conjunctiva  on  the  day  of  a  subconjunc- 
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ti\al  haemorrhage,  it  causes  a  pmk  cheuiosis,  the  bUjod  being 
imbibed  by  the  tiiiid  in  the  lymph  spaces.  It  is  supposed  to 
dissolve  the  altered  red  corpuscles  and  revive  the  leucocytes. 
The  disappearance  of  the  haemorrhage  is  hastened. 

Hemorrhage  in  the  anterior  chamber  ab.-orbs  more  rap- 
idly if  dionin  is  used. 

It  favors  cicatrization  of  corneal  wounds  after  operation. 
But  harm  may  come  through  the  viohiif  sneezing  that  it  often 
causes. 

In  slight   abrasions   and   traumatisms   of   the    cornea   you 

may  order  tive  or  six  times  a  day  a  drop  of 

Dionin   . g".  j^s. 

Cocaine  hvdrochlorate gr.  jss. 

Sol.  cyanide  of  mereun'  1-2000 5  'J**- 

With  already  infected  wounds  use  the  cyanide  stronger, 
1_150()  or  1-lOUO.  Here  the  solution  may  be  ordered  hourly 
or  half  hourly. 

"When  using  the  solution  for  corneal  intiltration  or  slight 

parenchymatous  keratitis,   it   is  well  to   add    a    2    per    cent. 

sodium  chloride  for  the  purpose  of  augmenting  the  entrophic 

action  of  the  dionin. 

Dionin. gr.  j-^s.  ro  gr.  iij. 

Cocaine  hydrochlorate gr.  jss. 

yodiuni  chloride gr.  iij. 

Sol.  C3anide  of  nicreury  1-1000 3  'J*"^- 

Where  the  iris  is  or  may  be  involved  add  atropine : 

Atropine  sulphate  (ntuiral) ..gr.  I3  to  -j. 

In  the  same  wav.   if  a    contracted   pupil  is  desired,   add: 

rilocaipine  hydrochloriite gr.  .ss.  to  gr.  js^. 

If  the  case  be  one  of  glaucoma,  the  cocaine  must  be 
omitted  and  then  add : 

Eserine  sulphate gr.  I3. 

I'ilucarpine  hydrochloraie gr.  -3. 

Thi>  collyrinm  has  the  advantage  of  stopping  promptly 
the  painful  phenomena  of  ghiucoma.  diminishing  the  intra- 
ocular tension  and  contracting  the  pupil,  while  it  hastens  the 
clearing  of  the  cornea.  Its  employment  is  favorable  for  pre- 
paring the  eve  for  operation  in  all  forms  of  glaucoma  when 
the  phenomena  of  irritation  arc  too  violent  to  permit  of  im- 
mediate surgical  intervention. 

Acoin  is  a  nsedicament  disct»vercd  and  |iroduccd  by  Hey- 
dcn's  chemical  la))oratories  near   Drcsdi'u,      In   man.    instilla- 
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tioiis  lire  only  effective  when  there  exists  a  .solution  in  the 
continuity  of  the  corneal  or  conjunctival  epithelium.  Under 
such  circumstances  it  has  an  analgesic  action  which  lasts  for 
several  hours,  depending  upon  the  strength  of  the  solution 
used.  It  is  therefore  valuable  in  burns  and  traumatic  erosions 
of  the  cornea.  Acoin  is  non-toxic.  Seven  and  a  half  grains 
introduced  in  cai)sules  into  the  empty  stomach  of  a  dog  pro- 
duced no  symptoms.  One  half  this  amount  of  cocaine  used 
in  the  same  way  killed  a  dog,  weighing  11  pounds,  with  vio- 
lent tetanic  cramps.  A  concentrated  solution  instilled  into 
the  eve  of  a  rabbit  produced  an  anaesthesia  lasting  several 
da^s,  and  at  the  same  time  a  lively  irritation  of  the  cornea 
and  conjunctiva,  Used  in  a  ral)bit's  eye,  anaesthesia  resulted 
as  follows : 

1-1000  anaesthesia  for  15  minutes. 

1-400     anaesthesia  for  30  minutes. 

l-"20()     anaesthesia  for  (50  minutes. 

1-100     anaesthesia  for  <S()  minutes. 

1—40        anaesthesia   for  more  than  a  day. 

The  last  named  strength  produces  considerable  irritation 
but  no  permanent  trouble.  A  G  per  cent,  solution  subcutane- 
ously  used  on  a  rabbit  caused  a  slough  when  more  than  o  r.v. 
was  used.     Not  so  with  weaker  solutions. 

Solutions  of  acoin  are  very  antisejjtic.  They  should  l)e 
kept  in  the  dark.  After  a  week  some  deterioration  takes 
place,  and  it  is  perhaps  better  to  prepare  the  solution  imme- 
diately before  it  is  used.  Acoin  is  ])recipitated  by  the  least 
trace  of  alkalinity,  and  to  avoid  that  it  is  necessary  to  wa>h 
the  flask  in  which  it  is  proposed  to  make  a  solution,  with  an 
acid  such  as  nitric,  and  then  with  distilled  water  before  it  i> 
used.  Hot  water  shoidd  not  be  used  to  make  solutions  i»f 
acoin.  A  few  drops  of  the  1  per  cent,  solution  of  acoin  added 
to  solutions  of  dionin,  or  mercury  cyanide,  or-  the  two  ii»m- 
l>ined  rendcr>  tlicii-  subconjunctival  ('m))l()yment  almost  ((MU- 
picteh'  painless.  It  is  desirable  to  render  the  conjuiutival 
punrtui'e  i)ainl('-s.  ami  an  instillation  <»f  c«)caine  may  be 
first  made. 

A(<>IN     AS    A     I.OCAI,     KIM  llll.l.IM.    A  N   KS 11  IllTK   . 

Following  the  method  of  Schl(i<li,  Harier  used  a<(»in  to 
render  the   >kiii    in>en>iti\('   in    smli    .i    manner  as  to  facililatc 
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small  operations.      Using  various  other  ingredients,  he  finally 

settled  upon  the  following  as  giving  the  best  results: 

Acoin gr.  j»s. 

y^A  C\ gr- xij. 

Distilled  water  5     iij.     M. 

Ethyl  chloride  was  tried  as  a  method  of  nuiking  the  tirst 
needle  prick  painless,  and  it  was  found  that  the  spray  was 
more  painful  than  the  prick  alone.     It  was  then  abandoned. 

The  first  insertion  of  the  needle  is  slightly  painful,  but 
very  much  minimized  by  injecting  very  slowly.  A  few  drops 
so  injected  cause  a  wheal  of  about  two-fifths  of  an  inch  in 
diameter.  This  can  be  enlarged  at  will  and  painlessly  by 
making  any  number  of  further  injections  near  the  edge  of  a 
previously  made  wheal.  The  anaesthesia  so  produced  lasts 
longer  than  with  the  solution  of  Schleich.  There  are  no 
consecutive  pains.  The  area  of  insensibihty  is  maintained 
perfectly  for  forty  or  fifty  minutes  and  then  gradually 
contracts. 

ARTERIO- SCLEROSIS     AND     ITS     BEARING      UPON      CERTAIN 
LESIONS  OF  THE  RETINA  AND  OPTIC  NERVE. 

Chas.  Stedman  Bull  {Annals  of  Ophthal.,  Jan.)  in  dis- 
cussing the  subject,  refers  to  the  attention  that  has  been  given 
the  pathology  of  endarteritis  and  endophlebitis  of  the  retinal 
vessels,  and  to  the  fact  that  the  clinical  side  of  the  question 
has  been  practically  lost  sight  of. 

Certain  changes  in  the  retinal  vessels,  characterized  by 
the  appearance  of  white  stripes  along  the  vessels,  are  recog- 
nized as  opaque  whitish  tissue  due  to  inflamnuitory  exudation 
in  the  walls  of  the  vessels.  This  condition  is  of  importance 
as  an  indication  of  similar  conditions  existing  in  other  parts 
of  theliody  and  is  often  a  warning  signal  of  impending  cere- 
bral apoplexy.  It  is  often  met  with  in  diabetis  and  renal 
diseases,  but  we  have  learned  to  look  upon  it  as  the  cause  and 
not  as  the  result  of  nephritis. 

In  certain  diseases  of  the  retina,  as  retinitis  all)uminurira. 
we  have  a  proliferation  whicli  may  dou))le  the  thickness  of  the 
walls,  and  narrow  or  close  the  lumen  of  the  vessels,  without 
being  visible  with  the  ophthalmoscope.  A  point  brought  out 
by  Raelmann's  investigations  is  the  close  resemblance  between 
closure  of  the  lumen  of  a  vessel  l)y  an  embolus  or  a  throm- 
bus,  and  the    same   condition    due  to  endarteritis  obliterans 
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nodosa.  He  has  proved  hy  the  microscope  that  this  condition 
may  occur  without  a  thrombus,  l)y  proliferation  of  the  intinia, 
comph'tely  closing  the  lumen  of  the  artery  with  all  the  sub- 
jective symptoms  of  sudden  blindness  from  embolism.  In 
arterio-sclero^is  the  process  is  not  confined  to  the  blood- 
vessels, but  the  parts  sui)plied  by  these  vessels  jjarticipate  in 
the  form  of  interstitial  inflammation  or  proliferation. 

Arterio-sclerosis  begins  in  the  smaller  vessels  and  thence 
extends  lo  the  larger  branches.  We  are  fairly  familiar  with 
the  effect  of  this  disease  upon  the  retina  and  the  clinical 
svmptoms  observed  in  these  cases.  But  we  are  not  so 
familiar  with  the  effect  on  the  o})tic  nerve.  Circumscribed 
atroi)hv  of  the  optic  nerve  may  be  caused  by  sclerosis  of  the 
internal  carotid  and  ophthalmic  arteries,  which  indi  <  e  dila- 
tation of  these  vessels  in  places,  hardening  of  the  \s.i.is  and 
pressure  on  the  optic  nerve  by  mechanical  means.  He  sug- 
gests that  perhaps  many  of  the  cases  of  scotoma  and  t  .n})oral 
limitation  of  the  field  of  vision,  not  showing  any  o})bthalmo- 
scopic  changes,  may  be  due  to  this  cause.  He  is  also  inclined 
to  think  that  many  of  the  cases  of  so-called  simple  chronic 
glaucoma  are  cases  of  atrophy  of  the  optic  nerve  due  to  retro- 
l)ulbar  arterio-sclerosis'  of  the  ascending  internal  carotid,  or 
()[)htlialmic  or  anterior  cerel)ral  artery,  which,  by  pressure  on 
the  optic  nerve  posterior  to  the  foramen,  has  caused  the 
descending  atrophy. 

Wherever  the  location  of  the  })ressure,  the  resulting  atro- 
phy of  the  nerve  is  at  first  a  pure  "'})ressurc  atrophy.'"  which 
is  propagated  downward  and  forward  toward  the  disc,  and 
upward  and  backward  toward  the  chiasm.  Later  in  the 
course  of  the  disease,  there  is  jnobably  added  to  this  a  sec- 
(jndary  proliferation  of  connccti\e  tissue  between  the  nerve 
fibre  bundles  which  induces  a  more  extensive  atrophy. 
Where  the  atrophy  actually  reaches  the  disc  we  must  assume 
the  existence  of  this  se<'ondary  atrophy. 

In  tlx'  present  state  of  our  knowledge  wc  can  not  expect 
to  restore  the  calibre  of  the  diseased  vessels  or  to  retluce  the 
infiltrated  and  indurated  tissues  to  their  normal  condition  l)v 
therapeutic  measures,  ^\'c  may.  however,  hope  to  arrest  the 
progress  of  the  disease  an<l  limit  its  extension  by  the  long 
continued  use  of  iodides.  es])ecially  the   iodide  of  potassium. 
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REMARKS  ON  GLIOMA  OF  THE  RETINA  AND  THE 
QUESTION  OF  ROSETTES.* 

By  ADOLF  ALT,  M.D. 

GLIOMA  of  the  retina  is  a  well  establised  clinical  entity. 
It  is  a  tumor  of  the  retina  which  makes  its  appearance 
in  infancy,  frequently  at  such  an  early  period  of  infancy  that 
that  it  may  be  considered  as  congenital,  and,  if  left  to  itself, 
not  only  destroys  the  eye  or  eyes  affected,  but  the  life  of  the 
attlicted  individual  in  a  comparatively  short  space  of  time. 
Its  malignancy,  equal  to  that  of  the  small  cell  sarcoma,  while 
varying  in  intensity,  is  its  chief  characteristic  feature  and  the 
cases  reported  in  earlier  literature  in  which  gliomata  are  said 
to  have  undergone  a  regressive  metamorphosis  which  led  to 
a  cure,  must,  in  the  light  of  modern  science,  probably  be  re- 
jected as  errors  in  diagnosis.  "We  know  now  that  a  child 
affected  with  glioma  is  doomed  to  an  early  death  and  under 
horrible  circumstances,  unless  the  eye  be  removed  at  the 
earliest  possible  date.  Even  then,  however,  our  efforts  may 
be  and  are  often  unsuccessful,  although  every  one  of  us 
probably  have  had  a  number  of  cases  in  which  the  early  re- 
moval of  one  such  eye  or  perhaps  of  both,  saved  a  life. 
There  is  little  to  add  to  the  well  known  clinical  picture  and 
it  is  not  the  object  of  this  paper  to  waste  time  with  it. 

Read  at  the  9th  meeting  of  The  American  Academy  of  Ophthalmology 
and  Oto-Laryngology  held  at  Denver.  Aug.  24th  to  ■26th.  1904. 
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It  is  different  with  our  knowledge  of  the  o^enesis  and  his- 
topathology  of  this  terrible  disease,  and,  while  much  time 
and  intelligent  labor  has  been  bestowed  on  the  unraveling  of 
its  secrets,  we  have,  I  think,  not  been  altogether  successful 
in  determining  its  true  nature  and  origin. 

In  discussing  the  pathogenesis  of  glioma  we  have  to  turn 
back  to  its  first  intelhgent  description.  In  his  classical  lectures 
on  tumors,  on  Avhich  the  modern  views  on  glioma  are  based, 
(Berlin,  1864)  Virchow  says:  "The  nature  of  the  neuroglia 
differs  very  much  in  different  places.  It  is  sometimes  firmer 
and  more  like 'connective  tissue,  sometimes  so  soft  that  it  ap- 
pears as  an  amorphous  or  granular  substance.  The  structure 
of  the  neuroglia,  where  it  is  most  characteristic,  is  such  that 
we  find  round,  lentilshaped,  or  spindleshaped,  or  branched 
cellular  elements,  Iving  at  some  distance  from  each  other  in 
a  very  soft  and  therefore  very  easily  destroyed  substance 
which  is  at  once  changed  by  pressure,  water,  and  so  on,  and 
which  when  examined  in  a  fresh  state  has  a  finely  granular 
appearance.   *   *   *   * 

*  *  *  *  This  substance  appears  traversed  by  fine  fibrillte 
crossing  each  other  in  all  directions,  of  which  it  is  diflicult  to 
say,  whether  they  are  preexistent  or  result  from  a  coagulation 
of  the  original  substance.   *   *   *   * 

*  *  *  *  The  cellular  elements  contained  in  this  substance 
are  extremely  friable  so  that  in  consequence  of  cutting, 
pressing  or  teazing  the  majority  is  destroyed  and  only  their 
nuclei  are  found  surrounded  by  a  loose  substance  which  is 
not  unlike  the  intercellular  substance.   *   *   *  * 

*  *  *  *  It  is  not  at  all  certain  whether  these  cells  ure 
round  or  branched.  In  hardened  specimens  it  appears  often, 
as  if  the  fibrillar  network  was  formed  by  the  cell  branches." 

A  more  localized  hyperplasia  of  this  tissue  he  terms  glio- 
ma and  gives  a  very  detailed  description  of  the  different 
forms  of  glioma  of  the  brain.  Their  course  is  in  general  a 
very  slow  one  and  they  may  grow  to  a  considerable  size 
before  causing  any  morbid  symptoms. 

He  later  goes  on  to  say  :  "Into  this  category  wc  must  place 
certain  tumors  of  the  retina,  which  thus  far  have  been  called 
carcinoma  bulbi.  These  are  j)rogressive  growths,  coming 
from  the  soft  connective  tissue  of  tiie  retina,   which   in  their 
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structure  correspond  exactly  with  the  brain  tumors  just  de- 
scribed. But,  it  is  very  dilKcult  to  sever  them  from  sarco- 
mata, etc."  Later  on  again  he  says:  "I  have  already  stated 
that  there  are  transitions  to  sarcoma  and  that  these  gliosar- 
comata  give  us  much  matter  for  thought."' 

In  the  following:  decades  numerous  investigators  added 
but  little  to  Virchow's  description.  The  main  question 
raised  was  always,  whether  we  had  to  look  upon  glioma  as  a 
special  form  of  tumor  grown  from  neuroglia  or  as  a  small 
round  cell  sarcoma,  and  in  this  question  no  uniform  opinion 
has  been  reached  even  to  this  day.  My  own  leaning  was 
always  towards  the  sarcoma  side,  since  I  could  and  cannot 
understand,  how  glioma  of  the  brain,  a  comparitively  slow 
grrowino:,  almost  benign  tumor,  and  oflioma  of  the  retina  a 
rapidly  growing,  destructive,  and  extremely  malignant  tumor, 
could  be  essentially  the  same.  The  different  authors  have 
found  retinal  glioma  to  spring  in  turn  from  all  the  different 
layers  of  the  retina,  yet,  we  can  hardly  say  that  these  state- 
ments are  of  real  value  as  glioma  has  so  far  not  been  seen  in 
its  earliest  beginning.  Most  observers  think  that  one  of  the 
granular  layers  gives  rise  to  glioma.  Since  Ginsberg  has 
found  in  two  microphthalmic  eyes  the  elements  of  which  the 
retina  consists  were  in  places  transposed,  so  that  elements  of 
one  layer  were  >;ituated  in  one  to  which  they  did  not  belong. 
Greef  believes  that  in  accordance  with  Cohnheim's  theory  we 
may  assume  that  glioma  may  and  probably  always  does 
spring  from  such  misplaced  tissue  germs.  Greef  himself 
and  after  him  Hertel  have  found  glia  cells  (spidercells)  in 
retinal  glioma  by  means  of  the  Golgi-Cajal  method.  They 
and  other  observers  have  also  found  ganglion  cells  and  La- 
grange went  even  so  far  as  to  distinguish  between  four  dif- 
ferent forms  of  glioma,  one  of  which  he  characterizes  by  the 
presence  of  ganglion  cells.  Having  examined  a  considerable 
number  of  gliomata  and  having  as  a  rule  found  smaller  and 
larger  parts  of  retinal  tissue  still  recognizable,  even  in  the  in- 
terior of  tumors  which  filled  the  eyeball,  I  cannot  see  why 
such  findings  should  be  looked  upon  as  anything  extraordinary. 
These  cells  are  probably  nothing  else  but  the  remnants  of  the 
affected  retina  and  not  newly  formed.  Their  presence  seems 
therefore  quite  natural. 
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Aside  from  sangrlionic  cells  I  have  often  found  whole 
patches  of  neuroglia  cells  and  fibres  which  evidently  belonged 
to  the  inner  layers  of  the  retina  and  which  were  undoubtedly 
preformed  and  not  belonging  to  the  new  growth,  although 
they  were  burried  within  it.     (Fig.  1). 

We  differentiate,  as  is  well  known  between  two  forms  of 
glioma :  glioma  endophytum,  in  w^hich  the  growth  at  first 
affects  the  inner  parts  of  the  retina  and  grows  inwards 
towards  the  axis  of  the  eye  squeezing  the  remains  of  the  re- 
tina  towards  the  sclerotic  and    later    on    the    lens    and    iris 
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against  the  cornea;  and  a  glioma  exophytum,  in  which  the 
tumor  springs  from  the  outer  layers  of  the  retina  and  leads 
at  an  early  stage  to  detachment  of  this  membrane.  In  the  pro- 
gress of  the  disease,  the  regular  ly})ical  stages  of  all  intra- 
ocular growths  are  gone  throuirh  till  ]>orforation  occurs  at 
the  corneoscleral  margin  or  backwards  into  the  orbital  tissue 
and  metastases  occur  in  the  cranium  and  distant  organs  load- 
ing to  death. 

It  is  now  generally  conceded  that  the  tyi)icMl  struiturc  of 
glioma  is  that  of  spherical  and  cylindrical  lobules,  almost  each 
and  evcrvone  of   wliicli    has   a  ccntralU'   located   bloodvessel. 
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The  glioma  cells  thus  forming  a  spherical  or  tubular  mantle 
around  the  bloodvessel  are  biggest  and  most  vigorous  in  the 
immediate  neighborhood  of  the  vessel,  but  at  a  certain  and 
strangely  uniform  distance  from  the  vessel  they  abruptly  show 
all  the  characteristics  of  degeneration.  New  cell  cylinders  may 
grow  into  this  degenerated  mass  and  when  the  whole  eyeball 
is  tilled  with  glioma,  the  typical  structure  may  no  longer  be 
recognizable  and  the  tumor  appears  to  consist  solely  of  round 
cells  of  varving  sizes  with  here  and  there  a  bloodvessel. 
Evidences  of  frequent  hemorrhages  into  this  tissue  are  never 
wanting,  even  in  small  gliomata. 

When  examining  into  the  nature  of  the  cells  of  which  the 
tumor  consists  we  can  distinguish  the  following: 

1.  Small  round  cells,  often  giving  off  small  branches 
and  thus  appearing  bipolar  or  multipolar,  of  which  by  far  the 
largest  part  of  the  glioma  consists.  They  have  a  large 
nucleus  and  very  little  protoplasma.  As  stated  above  Greef 
and  Hertel  seem  to  have  proven  these  to  be  neuroglia  cells  in 
the  sense  of  Virchow's  description. 

2.  Larger,  sometimes  very  large,  round  cells  containing 
cell  debris  and  pigment  granules,  probably  leucocytes.  Also 
polymorpho-nuclear  leucocytes  and  round  cells  with  an  oval 
nucleus. 

3.  Slightly  spindleshaped  or  clubshaped  cells,  especially 
directly  around  bloodvessels. 

4.  Ganglion  cells. 

5.  Pigment  epithelium  cells,  often  only  recognizable  as 
such  by  a  few  pigment  granules. 

The  authors  are  not  agreed  whether  or  not  there  is  an 
intercellular  substance  between  these  cells. 

Besides  the  cells  there  are  fibres  and  sometimes  fibrous 
septa,  remnants  of  the  fibrous  structures  of  the  retina  and 
atrophied  bloodvessels. 

The  bloodvessel  walls  are  seen  to  undergo  different  modes 
of  degeneration,  the  hyaline  degeneration  of  the  endothe- 
lium (Fig.  2)  as  well  as  of  the  outer  walls,  being  the  most 
frequent.  Later  on  deposits  of  lime  take  place  within  the 
tumor  and  in  its  periphery.  They  appear  first  as  small 
roundish  bodies  enclosed  in  cells,  later  on  greater  quantities 
may    form   large    plates    and  roundish  conglomerates.     The 
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quantity  of  such   lime  deposits    varies    greatly    in    different 
tumors. 

In  a  number  of  gliomata  certain  figures  are  found  in  the 
sections  among  this  apparently  uniform  mass  of  cells  which 
while  well  known  long  ago,  were  not  looked  upon  as  anything 
important  and  which  were  thought  to  be  due  to  the  infolding 
of  the  retina,  until  in  1897  Wintersteiner  published  his  start- 
ling monograph  on  The.  Neuro-epithelioma  of  the  Retina  im- 
parting a  particular  and  important  role  to  these  formations.  He 
described  them  under  the  name   of  Rosettes  in  the  following 
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manner:  "In  the  most  pregnant  cases  rosetto-liko  formations 
arc  found  which  with  a  low  and  medium  magnifying  power 
look  very  much  like  transverse  sections  of  glandular  tubes. 
They  consist  of  from  12  to  20  slender,  cylindrical  cells  ar- 
ranged in  a  circle.  In  their  clul)-like  broader  distal  end  lies 
the  round  or  oval  mucleus,  while  towards  the  lumen  wc  find 
a  small  amount  of  protoj)lasma  which  is  at  tirst  broad  and 
then  narrows  neck-like,  and  tinally  swells  up  to  a  basal  plate 
ending  in  a  sharp  glistening  line.  The  "feet"  of  these  cells 
toucli  cich  other,  so  tli.it  llicii-  bas.-il  lines  together  form  a 
continuous  biisMl  nieiiibrane   toward   the    lumen.      The    lumen 
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of  the  rosette  is  mostly  empty,  but  frequently  I  could  detect 
some  contents  within  it,  viz:  1)  small  club  or  rod-shaped 
elements  which  are  stained  only  with  protoplasma  stains  and 
which  adhere  with  their  smaller  ends  to  the  basal  membrane 
of  the  cylindrical  cells,  or  lie  free  in  the  lumen;  2)  cells 
which  are  in  every  respect  like  the  cells  of  the  tumor,  just  as 
they  are  lying  outside  of  the  rosette."  He  further  states 
that  these  formations  are  essentially  hollow  spheres,  although 
they  may  have  an  oj)ening  on  one  side  where  the  margins  may 


be  rolled  in,  as  seems  to  be  the  rule,  so  that  tumor  cells  can 
penetrate  into  the  cavity.  In  this  way  he  explains  certain 
spiral  figures  and  partial  rings.  The  shape  and  number  of 
these  formations  vary  greatly  in  different  tumors.  Sometimes 
they  seem  to  be  altogether  absent,  in  others  they  are  so  fre- 
quent that  they  fill  the  whole  field.  Neither  is  there  any  rule 
as  regards  the  locality  in  which  they  are  found  within  the 
tumor.  He  even  found  them  in  an  extra  bulbar  growth  in 
the  neighborhood  of  the  optic  nerve. 

As  to  their  origin  Wintersteiner  comes  to  the  conclusion 
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that :  "These  rosette,  ribbon  and  arc-like  cell  formations  must 
be  looked  upon  as  aggregates  of  rodfibres  and,  perhaps,  cone- 
fibres.  Their  nuclei,  therefore  are  the  equivalent  of  the 
granules  in  the  outer  granular  layer,  the  glistening  line 
toward  the  lumen  of  the  rosette  of  the  limitans  externa  and 
the  particles  of  protoplasm  which  adhere  to  it  are  rudi- 
ments of  undeveloped  rods  and,  perhaps  cones."  Thus, 
what  had  been  considered  as  accidental,  natural  and  unim- 
portant, was  by  Wintersteiner  given  such  an   important  place 


in  the  histogenesis  of  glioma  of  the  retina  that  he  even 
gave  to  the  tumor  the  name  of  neuroepithelioma  retinae*. 

Ginsberg  does  not  accept  this  view  and  thinks  that  the 
cells  forming  rosettes  arc  not  neuroepithelial  in  nature,  but 
rather  cells  of  the  primitive  retina  which  have  not  yet  been 
differentiated  into  spongioblasts  and  neuroblasts  and  he  com- 
pares the  cells  forming  the  rosettes  with  those  of  the  pars 
ciliaris,  which  indeed  they  resemble  very  much.  lie  thus, 
also,  considers  them  to  l)e  different  in  character  from  the 
glia  cells. 

Grcef,  while  accepting  Wintersteiuer's  views  as  to  the 
rudimentary  neuroepithelial  character  of  the  rosettes,  says : 
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"Glioma  is  a  tumor  which  takes  its  origin  from  a  malformation 
in  the  retina,  from  misplaced  embryonic  cells.  It  consists  in 
the  main  of  hyperplastic  glia  cells  and  a  network  of  fibres 
formed  by  their  branches." 

According  to  these  views,  then,  what  has  been  described 
as  a  scant  granular  intercellular  substance,  seen  by  some,  de- 
nied by  others,  probablj'  is  the  librous  network  belonging  to 
the  glia  cells,  and  the  rosettes  are  due  to  different  tissue  ele- 
ments. 

In  1901  Brown  Pusev  having^  stained  sflioma  sections  with 
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MaUory's  phosphotungstic  hfematoxyline  thought  he  had 
proven  that  fold  of  the  inner  surface  of  the  retina  formed 
the  rosettes  and  that  the  glistening  line  described  by  Winter- 
steiner  was  nothing  else  than  the  membrana  limitans  interna 
retinae.  In  a  more  recent  paper  on  retinal  rosette  form- 
ations of  neuroglia  in  inflammatory  processes,  he  acknowledges 
that  this  was  a  mistake  and  he  declares  himself  satisfied  that 
he  had  to  deal  with  the  membrana  linitans  externa.  How- 
ever, the  rosettes  which  he  described  and  which  are  of  com- 
mon occurrence  and  well  known  to  every  eye  pathologist 
seem  to  me  to  differ  from  what  Wintersteiner  called  rosettes, 
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since  they  are  undoubted  remnants  of  a  once  fully  developed, 
but  diseased  and  partly  destroyed  retina,  just  as  we  find 
them  in  a  great  many  specimens  of  detached  retinse,  the  at- 
rophied folds  of  which  are  glued  together,  as  they  may 
even  as  such  be  found,  also,  in  cases  of  glioma,  where  they 
can  always  be  recognized  as  folds  of  the  formerly  fully 
formed  retina.  (Fig.  3).  Even  Murakami  describing  such 
rosettes  in  a  microphthalmic  eye,  in  my  opinion,  has  fallen 
into  this  error. 

Brown  Pusey  further  on  in  his  last  paper  says:  "It  may 
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be  permissible  to  say  that  the  conclusion  that  the  rosettes  are 
neurogliar  in  charftcter  is  much  more  in  harmony  with  the 
general  teachings  of  pathological  anatomy  and  is  more  nearly 
what  we  would  expect,  from  the  Hndings  of  similar  rositte 
formation  in  gliomas;  ariainq  in  t/ir  hrain,  than  the  sugges- 
tion that  these  formations  are  made  up  of  cells  wliicli  form 
rudimentary  rods  and  cones. 

Being  convinced  of  the  fact  that  ^^'intersteiner  must 
mean  something  (luite  different  and  having  recentlv  obtained 
a  numl)cr  of  glioma  eyes  from  my  own  practice  and  that  of 
others,  I  studied  these  as    carefully    as    I    could    in    order   to 
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have  an  opinion  of  my  own  on  this  question.  The  results  of 
this  study  I  wish  to  bring  now  before  you  and  to  illustrate 
with  numerous  photographs.  I  had  at  my  disposal  speci- 
mens of  nine  older  cases  of  glioma  from  mv  own  collection, 
five  specimens  kindly  loaned  me  by  friends  and  two  new 
cases  of  my  own.  These  latter  eyes  I  cut  in  series  without 
interruption.  The  rosettes  of  Wintersteiner  I  found  in  five 
of  these  cases.  Whether  they  might  not  have  been  found  in 
most  or  all  of  these  cases,  had  a  sufficiently  complets  examin- 
ation been  made,  is  impossible  to  tell.  At  any  rate  the  ros- 
ettes which  I  have  found  correspond  in  the  main  with  the  de- 


scription and  drawings  of  Wintersteiner  and  cannot  be  con- 
founded with  folds  of  a  previously  well  developed  retina,  as 
described  in  the  cases  of  Pusey  and  Murakami. 

In  trying  to  get  an  understanding  as  to  the  nature  and 
origin  of  the  rosettes  I  found  in  these  glioma  specimens,  as  I 
had  seen  previously  in  many  degenerating  retina?,  a  large 
number  of  openings,  transverse  sections  of  small  cavities,  es- 
pecially where  the  outer  layers  of  the  retina  could  still  be 
recosfnized  and  which  I  thought  might  have  some  bearing  on 
rosette  formation.  It  seems  that  these  openings  are  lying  more 
especially  in  the  external  granular  layer.      (Fig-  -1).      While 
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thev  usually  appear  to  be  empty  or  perhaps  to  contain  a  color- 
less perfectly  transparent  fluid,  the}-  are  in  some  sections  trav- 
ersed bv  numerous  fibres  which  can  be  traced  back  to  the  cells 
from  which  they  spring  and  which  I  take  to  be  neuroglia  cells 
Such  cells  and  fibres  are  found  quite  frequently  also  in  parts  of 
gliomata,  where  from  their  arrangement  there  must  be  looked 
upon  as  belonging  to  the  inner  layers  of  the  retina.  (Fig.  5). 
The  exact  character  of  these  openings  it  is  diflicult   to  deter- 
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mine,  unless,  they  are  akin  to  the  larger  cavities  formed  for 
instance  in  socalled  gliosis  of  the  spinal  chord,  where  they 
are  considered  to  be  due  to  the  degeneration  of  glia  tissue. 
It,  therefor,  does  not  seem  that  these  particular  cavities  have 
anything  to  do  with  the  formation  of  rosettes.  But  there  are 
other  openings  to  be  seen,  especially  in  the  sections  of  young 
nodules  which  are  just  formed  or  forming  on  the  choroid, 
sometimes,  also,  in  a  remnant  of  vitreous  body.  (  Fig.  «>  and  7  ). 
These  look  much  more  like  the  Winterstcincr  rosettes  and 
differ  from   them   only   by   the   fact   that  the   lumen   always 
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contains  one  or  more  pigment  epithelium  cells,  or  normal  or 
degenerating  red  blood  cells.  Still,  I  think  that  these  are 
really  rosettes  in  their  earlier  stages.  The  tumor  cells  sur- 
rounding these  openings  have  no  peculiar  shape;  they  are 
simply  round  cells,  but  they  are  pressed  together  more  closely 
than  those  lying  more  peripherally. 

In  the  periphery  of  the  tumors  and  in  the  secondary 
nodules,  which  grow  up  like  plants  from  seed,  wherever 
glioma  cells  have  happened  to  fall,  pigment  epithelium  cells 
are  very  frequently  found  enclosed  between  the  tumor  cells. 
Such  a  pigment  epithelium  cell  having  become  destroyed 
and  the  piguient  having  been  carried  away,  may  well 
leave  behind  a  hollow  sphere  to  mark  its  former  site. 
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FIG.  9. 


In  eyes  with  a  detached  retina,  especially  after  an  injury 
to  the  anterior  part  of  the  eye,  we  often  find  a  coagulated 
exudation  filling  all  the  space  between  choroid  and  retina. 
In  such  cases  the  exudation,  where  it  lies  on  the  pigment 
epithelium,  looks  as  if  it  had  been  corroded,  because  every 
pigment  epithelium  cells  is  surrounded  by  a  clear,  perfectly 
transparent  spherical  area,  and  even  when  the  pigment  cell 
itself  has  disappeared,  such  a  clear  space  marks  its  former 
position.  "Whether  this  is  an  exudation  from  the  pigment 
cell  or  not,  is  hard  to  say,  but  it  seems  that  a  similar  forma- 
tion might  also  take  place  when  a  pigment  epithelial  cell  is 
surrounded  by  glioma  cells.     (Fig.  8). 
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Such  observations,  and  others  which  I  shall  detail,  make 
it  very  probable  that  "VVintersteiner  rosettes  may  be  found 
when  glioma  cells  grow  around  some  tissue  enclosure,  and 
there  is  much  to  offer  in  support  of  such  a  view. 

It  is  a  striking  fact  that  the  tendency  of  growth  in  a  gli- 
oma is  not  in  a  plane,  but  in  a  spherical  or  cylindrical  manner. 
Young  nodules  spring  forth  from  older  ones  in  a  way  which 
may  best  be  compared  to  the  formation  soap  bubbles,  only 
the  glioma  nodules  are  solid.  Only  where  the  glioma  tissue 
encounters  a  more  resistant   tissue,    like  the   limitans  interna 


Fig.  jo. 


or  externa  of  the  retina,  or  the  lamina  vitrea  of  the  choroid, 
does  it  grow  for  a  time  in  a  plane  along  such  an  obstacle,  till 
it  has  broken  through  it  in  some  place,  when  at  once  a  spher- 
ical growth  begins.  Such  facts  can  be  best  studied  in  the 
peripheral,  the  younger  parts  of  the  tumor.  As  a  rule,  every 
such  spherical  and  younger  bud  shows  a  centrally  located 
bloodvessel,  around  which  the  cells  seem  to  group  themselves; 
when  by  pressure  the  spherical  growth  is  forced  to  assume  a 
cylindrical  or  tubular  shape,  the  bloodvessel  lies  in  its  a.xis. 
In  the  early  stages  the  tumor  cells  immediately  surrounding 
such  a  bloodvessel  are  round  and  of  the  same  shape  as  the 
more  peripheral  ones.    (Fig.  9).     In  older  nodules,  however. 
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these  more  densely  packed,  central  cells  often — not  always  by 
any  means — assume  a  cylindrical  or  spindle  shape  and  thus  in 
the  sections  form  a  marked  darker  ring  around  the  bloodvessel 
wall.  Should  in  such  a  case  the  bloodvessel  wall  become 
degenerated  and  disappear,  the  result  would  be,  and  I  think 
often  is,  Ginsberg's  statement  notwithstanding,  a  Winter- 
steiner  rosette.  Yet,  AVintersteiner  says  the  rosettes  are 
made  up  only  of  rudimentary  rods  or  cones,  or  tumor  cells. 
Even  if  I  should  be  wrong  in  the  opinion  that  rosettes  may 
be  formed  in  the  manner  just  described.  I  have  found  numer- 
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ous  rosettes  which  instead  of  being  characterized  by  the  so- 
called  rod  and  cone  fibers  and  cells  with  a  limitans  externa, 
are  formed  by  round  cells  in  no  way  different  from  the  other 
tumor  cells  in  their  neighborhood.  (Fig.  10).  Many  of  the 
formations  I  have  seen  are  so  grotesque  in  shape  that  the 
hollow  sphere  of  Wintersteiner  and  other  observers  can  have 
had  nothingr  to  do  with  their  formation.  There  is  nothing 
unreasonable  in  assuming  that  in  the  same  manner  as  rosettes 
maybe  formed  around  bloodvessels,  they  may  also  be 
formed  around  lymph  channels,  whether  these  are  preformed 
in  the  retina  or  newly  formed  during  the  growth  of  the  tumor. 
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Fig.  12. 


If,  as  some  authors  will  have  it,  the  peculiar  shape  of  the 
cells  composing  the  ring  around  the  bloodvessel  is  due  to 
their  lying  so  closely  to  the  source  of  nutrition  and  conse- 
quently overfeeding,  the  same  may  be  the  case  with  the  cells 
surrounding  a  lymph  channel. 

Many  rosettes  in  my  specimens  do  not  simply  form  a  ring 
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and  only  one  ring.  (Fig.  11).  The  majority,  even,  form 
curved  channels,  sometimes  arranged  in  such  a  manner  that 
the  similarity  to  the  distribution  of  small  bloodvessels  is  very 
striking.  (Figs.  12  and  13).  These,  as  well  as  rings,  have 
often  a  central  mass  of  tissue,  tumor  cells,  I  think,  sur- 
rounded by  a  transparent,  perhaps  empty,  space.  Two 
rings  surrounding  such  a  cell  mass  concentrically -are  quite 
frequent,  (Fig.  14).  The  glistening  membrane  which 
Wintersteiner  calls  the  limitans  externa  and  which  he  finds 
almost    always,    is   often   absent,   or,  as  Ginsberg  says,  it  is 


Fig.  14. 


simply  the  sharply  defined  outline  of  the  ends  of  the  cells 
surrounding  the  opening. 

While  the  foregoing  seems  to  point  to  the  fact  that  rosette 
formation  is  due  to  the  growing  of  tumor  cells  around  a  tissue 
enclosure,  I  am  not  at  all  Wind  to  the  fact  that  many  tissue 
enclosures  do  not  produce  rosettes.  There  must  evidently 
be  certain  special  conditions  present  which  lead  to  rosette 
formation,  perhaps  of  an  osmotic  nature. 

If  the  rosettes  are  not  due  to  rudimentary  rods  and  cones, 
the  importance  given  to  them  by  Wintersteiner,  and  the  name 
neuro-epithelioma,  are  out  of  place. 
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Pusey,  without  giving  his  authority,  says  that  rosettes 
have  also  been  found  in  glioma  of  the  brain.  This  would 
decidedly  support  my  views. 

He  also  gives  to  the  presence  or  absence  of  rosettes  in  a 
glioma  a  practical  side,  by  asking  whether  retinal  gliomata 
with  rosettes  are  less  malignant  than  those  without  such 
formations.  A  priori,  I  should  from  the  foregoing  say  that 
their  presence  or  absence  can  have  no  bearing  on  the  clinical 
character  of  the  tumor,  and,  in  fact,  from  observation  in 
some  of  my  cases,  I  know  this  to  be  so. 

Rosettes,  therefore,  may  be  looked  upon  probably  as 
mere  accidents  of  growth  in  a  glioma. 
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DISCUSSION. 
Dr.  H.  Gifford  (Omaha):  I  cannot  say  I  have  any 
important  contribution  to  make,  but  I  think  Dr.  Alt's  obser- 
vations are  worthy  a  great  deal  of  consideration,  because  this 
question,  from  a  microscopic  standpoint,  is  important.  I 
rise  particularly  to  see  if  I  can  get  any  light  on  the  clinical 
diagnosis  of  glioma.  I  have  under  observtion  now  a  child,  I 
have  kept  track  of  for  the  past  six  years,  who  came  to  me 
with  the  typical  picture  of  glioma.  I  was  on  my  guard 
against  making  a  snap-shot  diagnosis  of  glioma,  fearing  it 
might  be  a  case  of  pseudo-glioma,  as  I  had  been  fooled  on 
that  in  my  earlier  career.  It  had  none  of  the  history  of  the 
slight  or  severe  intlainmation  which  is  apt  to  precede  the 
pseudo-glioma,  but  all  the  nppearancc  of  the  yellow,  glisten- 
ins:  nodules  coming  out  in  the  clear  vitreous,  and  none  of 
the  dull  yellowi.sh  appearance  of  pseudo-glioma.  Altogether, 
1  felt  justitied  in  saying  that  the  child   had  glioma  without 
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question.  The  mother  declined  to  have  the  operation  done, 
but  she  has  brought  her  in  for  examination  every  six  months 
since.  The  tumor  has  kept  increasing,  at  no  time  showing 
signs  of  inflammation.  The  lens  has  become  opaque  in  a 
peculiar  way,  having  a  yellowish,  uniform  appearance,  and 
now  looks  like  a  celluloid  imitation  of  ivory.  This  fills  up  the 
whole  lens  capsule.  The  child  is  perfectly  Avell,  and  although 
I  have  tried  to  get  the  specimen  every  time  I  have  seen  the 
patient,  I  have  not  succeeded  yet.  I  may  have  made  a  mis- 
take. It  is  a  question  whether  some  gliomata  do  not  last 
longer  than  we  expect  without  killing  the  patient.  The  pres- 
sure was  at  no  time  increased.  On  the  other  hand,  it  has 
not  decreased.  The  iris  is  perfectly  uniform  and  normal  in 
appearance,  except  slightly  pushed  forward  out  of  the 
normal  plane.  Another  case  is  that  of  a  little  girl  in  which 
I  enucleated  the  eye  some  fifteen  years  ago,  in  whose  case 
the  diagnosis  was  also  apparently  unquestioned  and  in  which 
I  confirmed  the  diagnosis  with  the  microscope.  My  sections 
showed  that  the  glioma  cells  reached  back  into  the  optic 
nerve,  clear  back  to  the  point  where  it  was  cut  off.  I  recom- 
mended most  urgently  that  she  have  an  evisceration  of  the 
orbit.  The  parents  refused  to  have  any  further  operation 
performed,  and  yet  the  girl  is  alive  and  well  to-da}'. 

Dr.  Edward  Jackson:  Dr.  Gifford's  case  of  a  child 
under  observation  for  six  years  with  an  ophthalmoscopic 
diagnosis  of  glioma,  without  the  usual  progress  of  the  case, 
brings  to  mind  one  I  have  seen  where  the  microscopic  appear- 
earance  justified  the  diagnosis  of  glioma.  The  lens  was 
clear ;  the  anterior  portion  of  the  vitreous  was  clear,  but  the 
upper  two-thirds  or  three-fourths  of  the  vitreous  w-ere  appar- 
ently filled  with  the  mass.  This  occurred,  however,  in  a 
woman  of  40  years  of  age,  with  a  history  of  an  eye  blind  for 
many  years,  and  of  course  the  probable  diagnosis  is  cystic 
degeneration  in  the  retina;  but  it  raises  the  question  whether 
Dr.  Alt's  observation  as  to  the  cavity  formation  around 
epithelial  and  other  cells  derived  from  the  normal  tissue, 
offer  an}^  explanation  of  these  rare  cases  that  have  been  re- 
ported, some  of  which  have  been  enucleated  for  glioma,  and 
which  are  certainly  not  of  the  malignant  character  of  glioma. 
It  is  the  only  case  of  the   sort  I   have  ever  seen,   where    I 
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thought  the  ophthalmoscopic  diagnosis  of  glioma  would  be 
justified,  but  where  the  patient  had  been  for  years  without 
change  and  the  tension  remained  perfectly  normal. 

Dr.  B.  E.  Fryer  (Kansas  City) :  The  Academy  is  to  be 
congratulated  and  should  be  thankful  for  this  admirable  paper 
with  illustrations  by  Dr.  Alt.  There  are  very  few  of  us  who 
have  the  patience  to  go  through  the  work  required  to  produce 
such  a  paper,  to  say  nothing  of  the  illustrations.  Moreover, 
there  are  very  few,  even,  well  advanced  pathologists  who  know 
how  to  interpret  all  that  is  shown  here,  as  he  does  so  per- 
fectly and  fully.  From  the  standpoint  of  a  pathologist,  it 
seems  to  me  the  Doctor  has  made  everything  very,  very  clear, 
and  he  should  be  congratulated  and  thanked  for  it.  It  would 
also  seem  that  such  observations  confirm  the  Cohnheim 
theory  more  completely,  and,  while  it  is  still  under 
judgment  of  the  pathologists,  I  feel  that  it  will  be  more  and 
more  confirmed. 

Dr.  Eugene  Smith  (Detroit) :  I  wish  to  report  a  case 
seen  in  consultation.  It  was  a  glioma  of  the  retina,  as  far  as 
I  could  tell,  but  the  pathological  examination  showed  it  to  be 
an  unpigmented  round  cell  sarcoma.  The  eye  was  enucle- 
ated, supposing  it  to  be  a  glioma  of  the  retina.  I  would  like 
to  ask  if  a  case  of  that  kind  is  as  malignant  as  the  gliomatous 
sort.  Would  that  have  some  bearing  on  these  cases  living 
for  some  time?     Are  such  cases  rare? 

Dr.  Alt  (closing  discussion):  In  regard  to  the  case  of 
probable  tumor  of  the  retina  which  Dr.  Gilford  reported, 
I  had  a  similar  experience  eight  or  ten  years  ago.  A  boy 
between  five  and  six  years  old  was  brought  to  my  clinic.  He 
was  blind  in  one  eye,  and  I  found  a  tumor  mass  in  the  vitre- 
ous which  filled  the  posterior  half  of  the  vitreous  cavity  with 
the  retinal  bloodvessels,  as  I  took  them  to  be,  on  the  surface. 
They  were  so  arranged.  We  must  not  forget  that  wo  do  not 
really  see  the  glioma,  but  only  the  anterior  portion  of  the 
retina.  My  diagnosis  in  this  case  was  glioma,  and  I  wanted 
to  enucleate  the  eye,  but  was  not  allowed  to  do  so.  I  found 
on  examining  the  case  carefully  that  the  child  was  the  subject 
of  hereditary  syphilis,  and  instituted  a  vigorous  anti-syphilitic 
treatment.  After  five  or  six  months  the  tumor  began  to 
shrink  gradually  and  to  get  smaller  and  smaller,  and  Ml)()ut  a 
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year  and  a  half  from  his  first  visit  to  me  I  found  there  was 
no  tumor,  but  the  retina,  with  numerous  atrophic  jDatches, 
was  back  in  its  normal  position.  It  thus  became  clear  that  it 
was  a  gummatous  tumor  of  the  retina  which  had  grown  deeply 
into  the  vitreous  body.  Perhaps  Dr.  Gifford's  and  Dr. 
Jackson's  cases  are  of  a  similar,  or  of  a  tuberculous  nature. 

With  regard  to  the  question  of  Dr.  Jackson  whether  what 
I  have  described  may  explain  the  formation  of  retinal  cysts, 
I  do  not  really  know.  All  retinal  cysts  which  1  have  seen 
have  been  connected  with  detachment  of  the  retina.  The 
way  in  which  they  were  formed  was  that  fluid  was  retained 
between  retinal  folds  which  were  crowded  together;  later  the 
Avails  of  such  a  cyst  gradually  become  thinner,  and  several 
smaller  cysts  may  coalesce  to  form  larger  ones. 

The  unpigmented,  round  cell  sarcoma. in  a  child,  referred 
to  by  Dr.  Smith,  is  not  new.  I  have  seen  and  published  two 
such  cases.  In  both  cases  the  tumor  sprang  from  the  deeper 
cells  of  the  ciliary  body  and  grew  into  the  anterior  chamber 
through  the  meshes  of  the  ligamentum  pectinatum. 


A  CRITICISM  ON  THE  USE  AND  ABUSE  OF  THE 
LACRIMAL  PROBE.* 

By  GEORGE  F.  SUKER.  M.D. 
AKROX,  OHIO. 

THE  trend  of  argument  to  be  pursued  in  this  paper  is  to 
offer  substantial  vindication  on  the  one  hand  that  the 
use  of  the  very  large  lacrimal  probe  is  bad  ophthalmic  practice, 
and  on  the  other  to  conservatively  uphold  the  employment 
of  the  small  or  medium  probes  as  infrequently  as  possible. 
The  writer  is  fully  cognizant  of  the  fact  that  he  is  discussing 
a  question  which  has  an  array  of  able  supporters  on  either 
side.  He  is  likewise  aware  that  a  greater  proportion  of  them 
are  staunch  adherents  of  the  very  large  probe  rather  than  the 
small  or  medium  probe  for  all  such  conditions  for  which  the 
writer  exclusively  advocates  the  small  one.  It  must  be  ad- 
mitted, however,  that  the  adherents  of  either  the  one  or  the 
other  are  obliged  to  look  upon  those  affections  that  neces- 
sitate the  use   of   any  probing  as  a   bete  noir  in   ophthalmic 

Read  at  the  9th  meeting  of  The  American  Academy  of  Ophthalmology 
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surorerv.  Again,  there  is  a  grood  deal  of  truth  in  the  savino- 
that  "If  you  once  pass  a  hicrimal  probe,  that  patient  is  liable  to 
become  a  probe  victim  for  ever  and  a  day."  As  a  matter  of 
fact,  all  probes  are  an  evil,  and  the  larger  the  lacrimal  probe 
the  greater  the  ultimate  evil  that  ensues  from  its  unwise 
employment. 

The  rather  promiscuous  employment  of  the  large  lacrimal 
probe  had  its  inception  in  the  use  of  large  sounds  for  ure- 
thral conditions  which  in  part  are  analogous  to  those  in  the 
lacrimal  canal.  If  there  was  a  closer  anatomical  analogy 
between  these  two  canals  than  really  exists,  then  perhaps  there 
would  be  for  similar  conditions  more  of  a  justification  in 
the  use  of  the  very  large  lacrimal  probe.  The  anatomical 
surroundings,  however,  being  so  unlike  in  their  fundamental 
structures  and  conditions,  the  use  of  the  large  probe  or  of 
large  sounds  is  permissible  in  the  one  (urethra)  and  pre- 
cluded in  the  other  (lacrimal  canal)  upon  a  purely  physical 
basis,  if  upon  no  other  more  valid  one. 

It  is  not  the  writer's  purpose  to  enter  into  any  discussion 
as  to  the  relative  merits  of  the  various  kinds  of  treatment  to 
be  pursued  in  cases  of  lacrimo-nasal  obstructions.  But,  it  is 
his  specific  desire  to  confine  himself  to  such  points  only  as 
have  a  direct  or  indirect  bearing  on  the  passing  of  any  lacri- 
mal probe. 

It  is  not  contended  that  a  fair  amount  of  rather  rapid 
dilatation  of  a  lacrimal  stricture  is  not  a  good  regimen,  but  that 
a  rapid  and  excessive  dilatation,  as  has  been  the  vogue,  is  a 
policy  to  be  heartily  deprecated.  For,  the  lacrimo-nasal  canal 
permits  of  but  a  limited  amount  of  dilatation,  and  beyond  this 
point  you  secure  a  dilatation  by  compression  which  verges 
upon  destruction  of  functionating  tissue.  The  essential  fac- 
tor is  not  how  large  a  canal  can  be  obtained,  but  one  how 
nearly  physiological.  The  size  of  the  canal  plays  no  import- 
ant factor  in  the  drainage  of  the  tears,  so  long  as  no  actual 
stricture  or  other  obstruction  exists.  Clinical  demonstrations 
of  this  assertion  arc  plentiful  and  self-evident.  Our  object 
should  be  to  restore  a  patidous  canal  and  interfere  as  little 
with  the  caliber  of  the  canal  as  is  consistent  with  this  object. 
In  the  very  strict  sense  of  the  term  there  is  scarcely  Jin 
actual  canal,  as  the  walls  jirc  in  contact  with  e:»ch  other  on  all 
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sides.  The  greatest  average  diameter  of  the  canal  in  the 
cadaver  is  but  scant  6  mm, ;  while  in  the  living  subject  it  is 
considerably  less  because  of  the  periosteum,  submucous  lining, 
vascular  network,  lymph-gland  supply,  and  the  ciliated  epi- 
thelium. The  usual  diameter  of  the  canal  in  the  cadaver 
does  not  exceed  3  to  4  mm.,  and  therefore  less  in  the  liv- 
ing because  of  the  anatomical  structures  just  detailed.  In 
view  of  this  then,  how  can  a  sound  or  probe  of  3  or  4  mm. 
diameter  enter  a  rather  tortuous  canal  of  practically  the  same 
dimension?  It  cannot  do  so  without  injuring  the  soft  tissues 
and  thereby  seriously  imperiling  their  proper  function. 

The  physiology  of  the  removal  of  the  tears  will  offer  sev- 
eral additional  points  clearly  contraiudicating  the  use  of  the 
very  large  probe.  The  flow  of  tears  to  the  nose  is  not  a 
simple  physical  phenomenon,  but  rather  a  complicated  one. 
Briefly  stated,  there  are  six  theories  which  endeavor  to  explain 
this  act.  They  are  as  follows  :  (1)  The  siphon  theory  ;  (2) 
the  capillary  theory;  (3)  the  aspiration  theory;  (4)  the  sac 
compression  theory ;  (5)  the  sac  dilatation  theory:  (6)  the 
lid  closure  theory.  There  are  many  who  accept  only  one  or 
the  other  of  these  theories.  The  writer,  however,  maintains 
that  each  and  every  one  of  the  several  methods  plays  a  part 
m  the  conduction  of  the  tears.  Upon  carefully  considering 
the  anatomy  of  the  canal  in  relation  to  these  theories  of  tear 
drainage,  the  use  of  the  very  large  probe  is,  in  the  majority 
of  instances,  distinctly  inconsistent  practice.  Though  there 
are  perhaps  conditions  arising  in  certain  portions  of  the  canal 
in  which  a  large  probe  might  be  of  some  service,  yet  its  use 
being  injurious  to  a  part  of  the  canal,  is  of  necessity  so  for 
the  entire  canal.  This  is  upon  the  principle  that  which  is  true 
of  the  part  is  true  of  the  whole.  In  the  normal  condition  of 
affairs,  the  walls  of  the  canaliculus,  nasal  canal,  and  to  a 
certain  extent  the  walls  of  the  sac,  are  in  touch  everywhere. 
This  contact  of  walls  is  obligatory  to  sustain  the  capillary 
theory  of  the  downward  flow  of  the  tears.  Therefore,  our 
endeavor  to  establish  a  large  and  patulous  canal  as  of 
necessity  must  follow  the  use  of  the  very  large  probe,  is 
certainly  inconsistent  with  the  anatomical  condition.  It 
matters  not  how  small  the  caliber  of  the  canal  is,  the  tears 
will  drain  properly  so  long  as  |io    stricture    or  other  cause 
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completely  shuts  off  this  little  lumen.  A  canal  as  patulous 
as  a  very  large  probe  would  produce  has  never  perhaps 
been  seen  in  the  living  subject.  Still,  it  is  true  that  the  cali- 
ber of  the  canal  and  the  size  of  the  lumen  vary  in  different 
individuals  and  vary  in  the  same  canal. 

The  invariable  slitting  of  the  canaliculus,  which  is  neces- 
sary in  order  to  insert  the  verj'  large  probes,  is  an  objection- 
able procedure.  Unless  there  is  a  stricture  or  obstruction  in 
the  canaliculus,  the  slitting  rather  thwarts  nature's  effort  for 
properly  draining  the  tears.  It  destroys  the  even  contact 
of  the  entire  canaliculus  with  the  eyeball,  a  very  important 
factor.  It  also  does  away  with  the  even  pressure  exerted  by 
the  lids  during  the  act  of  winking  which  plays  an  important 
part  in  forcing  the  tears  not  only  into  the  canaliculus  but  also 
into  the  sac  as  well. 

Unless  the  whole  length  of  the  canaliculus,  including  its 
narrow  opening  into  the  sac,  is  cut  and  prevented  from  ever 
healing,  the  very  large  probe  will  do  much  damage.  For,  if 
this  sac  opening  of  the  canaliculus  is  not  cut — and  it  seldom 
is,  or  ever  kept  from  healing  when  cut — the  very  large  probe 
continually  ruptures  it  and  this  finally  ends  in  complete  oblit- 
eration because  of  ensuing  inflammation  and  cicatricial  con- 
traction. Unless  this  opening  is  cut,  no  very  large  probe  can 
ever  be  inserted  without  danger.  Not  even  rapid  and  exces- 
sive dilatation  of  the  canaliculus  and  its  sac  opening  will 
permit  the  entry  of  the  classic  large  probe,  without  inflicting 
permanent  injury.  The  normal  calibre  of  the  canahculus  and 
that  produced  by  the  very  large  probe  have  opposite  tenden- 
cies in  assisting  the  flow  of  tears  into  the  sac ;  the  former 
assists,  the  latter  markedly  retards  the  flow,  because  of  the 
principle  of  capillarity. 

In  not  slitting  the  punctum  or  a  portion  of  the  canali- 
culus, the  repeated  efforts  at  engaging  the  large  probes  will 
so  irritate  the  surrounding  tissues  as  to  cause  a  thickening 
and  even  an  eversion  of  the  punctum.  Not  only  this,  but 
the  passing  of  the  very  large  probes  without  slitting  punctum 
or  canaliculus,  often  stretches  the  muscular  coats  so  that 
their  contracting  power  is  forever  destroyed.  The  same  holds 
true  for  the  opening  of  the  sac  into  the  nasal  canal,  as  it  also 
has  a  smaller  calibre  than  the  canal  itself.  Thus,  both  of 
these  important  orifices  may*  be  destroyed   or  obliterated  be- 
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cause  of  the  tearing  by  the  very  large  probe  producing  cica- 
tricial and  granulation  tissue. 

In  the  passing  of  very  large  probes  the  frequent  attending 
haemorrhage  is  a  serious  drawback.  It  means  that  the  tissues 
have  been  torn  or  fissured  and  that  an  inflammation  will  fol- 
low with  a  possible  chance  of  the  clot  becoming  organized, 
resulting  in  the  formation  of  new  strictures  or  an  actual 
closure  of  the  canal.  Under  these  conditions  one  is  liable  to 
crowd  and  push  the  lining  membrane  in  advance  of  the  probe, 
either  tearing  it  or  making  false  passages.  The  constant 
repetition  of  this  affair  in  the  canal  must  certainly  be  fol- 
lowed by  results  of  as  grave  a  nature  as  the  condition  for 
which  the  probe  was  passed.  In  addition,  the  very  large 
probe  so  crowds  the  ciliated  epithelial  lining  of  the  canal 
against  the  bony  wall  as  to  often  produce  an  actual  necrosis 
in  certain  portions  thereof.  This  lesion  will  of  necessity  be 
followed  by  cicatricial  tissue  and,  perhaps,  preceded  by  ti 
rather  violent  inflammatory  reaction.  This  ciliated  epithelium 
is  very  essential,  not  only  for  the  conducting  of  the  tears, 
but  to  prevent  infectious  material  from  the  nose  gaining  an 
entrance  into  the  canal  and  sac.  The  ciliated  epithelium 
materially  assists  in  the  capillary  and  suction  drainage  of  tears 
into  the  nasal  cavity. 

The  end  result  of  the  continued  use  of  the  very  large 
probe  is  an  abnormally  patulous  nasal  canal  with  scarcely  any 
normal  epithelial  lining.  This  undue  size  of  the  canal  then 
freely  admits  noxious  nasal  secretions  and  thereby  allows  foci 
of  infection.  In  addition,  the  frequent  regurgitation  of  air 
through  this  canal  upon  blowing  the  nose  is,  to  sa}'  the  least, 
extremely  annoying. 

Last,  but  not  least,  is  the  great  pain  caused  by  passing 
these  large  probes  through  a  canal  of  a  smaller  calibre  than 
the  diameter  of  the  probe.  This  pain  may  last  for  several 
days  and  be  accompanied  by  such  an  inflammatory  reaction 
as  to  be  quite  alarming  to  both  patient  and  physician. 

It,  perhaps,  has  been  very  apparent  that  no  new  objections 
to  the  use  of  very  large  probes  have  been  raised.  New  ones 
are  deemed  superfluous,  as  the  old  ones  furnish  more  than 
the  requisite  amount  of  evidence  for  the  points  at  issue. 
Our  enthusiasm  has  been  largely  responsible  for  the  free  use 
of  the  very  large  lacrimal  probes.    However,  the  error  of  our 
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way  is  gradually  clearing  up  and  the  true  status  of  the 
probe  is  near  at  hand.  The  teachings  of  some  in  this  regard 
are  receiving  a  severe  blow  from  many  a  quarter,  and  de- 
servedly so. 

What  has  been  said  of  the  very  large  probe  is  equally 
true  of  the  large  style  and  canula.  The  particular  shape  of 
these  large  probes  does  not  confer  any  special  benefit  as 
to  safety  or  even  end  result.  The  writer  is  quite  mindful  of 
the  fact  that  the  admonitions  given  against  the  employment 
of  the  very  large  lacrimal  probe  are  true  to  a  limited  extent 
for  the  small  probe  as  well.  The  caution  is :  Do  not  use  the 
very  large  probes,  and  the  small  ones  as  little  as  possible. 
In  a  certain  sense,  all  probes  are  a  menace. 

The  remarks  in  the  paper  can  conveniently  be  summarized 
as  follows :  (1)  Very  large  probes  cause  undue  pain;  (2) 
are  liable  to  produce  destruction  of  the  membranous  lining 
of  the  nasal  canal;  (3)  are  very  prone  to  produce  strictures, 
or  at  least  cause  undue  damage  to  the  small  opening  into  the 
sac  and  into  the  nasal  canal;  (4)  are  apt  to  produce  an  un- 
duly large  lacrimo-nasal  canal  and  thus  invite  infection  from 
the  nose  or  cause  annoying  influx  of  air  into  the  canal  upon 
blowing  the  nose;  (5)  necessitate  undue  slitting  of  the  canal- 
iculus, a  procedure  to  be  zealously  avoided;  (6)  the  possible 
obliteration  of  either  the  canalicular  or  nasal  opening  of  the 
sac;  (7)  the  ease  with  which  hivmorrhages  are  caused  in  the 
nasal  canal  and  the  attending  liability  of  the  clot  becoming 
organized  and  forming  new  strictures;  (8)  the  resulting 
large  lumen  of  the  canal  is  of  no  actual  benefit  in  conducting 
the  tears  to  the  nose. 

KEFEKEXCES. 

'  Berrj',  DLscuss^ion  on  Lacrimal  Stenosis,  Trans.  Br.  Med.  Assoc,  1900. 

^Schirnier.  ().,  Physiologj'  and  I'athologj'  of  the  Secretion  and  the 
Kemoval  of  the  Tears  (extended  bibliography  appended),  Graefe's  Arch. 
f.  Ophthal.,  56,  2. 

^Rochon-Duvigneaud,  Researclies  on  tlie  Anatomy  and  Pathology  of 
the  Lacrimal  Passages  in  the  Ailult  and  New-born,  Arch.  d'Ophthal.,  xx, 
5,  p.  241. 

^Tartuferi,  Pathology  of  Chronic  and  Purulent  Dacryocystitis  and 
Curettage  of  the  Nasal  Duct,  Arch.  d'Ophthal.,  xxii,  3,  p.  106. 

'^Lawson,  George,  Diseases  and  Injuries  of  the  Eye  (text  book").  11)03, 
pp.  442  to  444. 

fiKisley,  S.  D.,  The  Conservative  Treatment  of  Affections  of  the  Lacri- 
mal Apparatus,  Trans.  Amer.  Med.  Assoc,  Ophthal.  Sec,  1904. 


MEDICAL   SOCIETIES, 


SEVENTY-SECOND    MEETING    OF    THE    BRITISH 
MEDICAL  ASSOCIATION. 

HELD  AT  OXFORD,  JULY  26th  TO  28th. 
SECTION    OF    OPHTHALMOLOGY. 

First  Day. 
After  a  short  address  from  the  President,  Mr.  Marcus 
Gunn  opened  the  formal  discussion  on  Retro-ocular  Neuritis. 
He  described  the  symptoms  of  the  disease,  and  insisted  on 
the  importance  of  the  movements  of  the  pupil.  All  degrees 
of  failure  of  vision  miofht  be  met  with ;  the  light  sense  was 
always  defective,  as  was  the  power  of  discerning  colors. 
The  influence  of  the  blood  supply  on  the  developement  of 
the  disease  Avas  alluded  to,  and  the  great  rapidity  of  the 
failure  of  vision  Avas  noted.  In  many  cases  recovery  was  re- 
markably good,  though  more  rarely  the  prognosis*  was  bad. 
Great  pain  and  tenderness  indicates  a  severe  lesion.  Pallor 
of  the  disc  was  unusual,  though  it  sometimes  was  but  very 
slightly  marked.  One  great  source  of  difficulty  was  the  rare 
opportunity  we  get  of  pathological  examination.  Dr. 
Berry  thought  that  the  defect  of  light  sense  was  of  the 
greatest  importance,  and  he  relied  more  on  this  than  on  the 
actual  ophthalmoscopic  appearance.  In  the  cases  due  to 
influenza  there  was  usually  defect  of  taste  and  smell.  Pro- 
fessor Uhthoff  discussed  the  matter  chiefly  from  the  ana- 
tomical side.  Mr.  Higgins  related  a  case  of  well  marked 
optic  neuritis  which  was  due  to  meningitis  in  a  young  lady, 
which  proved  fatal,  and  although  the  eye  became  blind  be- 
fore death  no  ophthalmoscopic  changes  Avere  visible.  The 
nature  of  the  case  was  proved  by  necropsy.  Mr.  Richardson 
Cross  drew  attention  to  the  importance  of  the  peripheral 
fields,  and  said  that  without  this  he  should  have  great  hesi- 
tation in  diasnosins:  this  condition  ;  he  described  some  cases. 
Professor  Oliver  described  the  methods  he  used  for  detecting 
the  condition,  and  also  gave  details  of  some  cases.  Dr.  Hill 
Griffith  said  that  some  cases  were  due  to  secondary  scleritis. 
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He  thought  that  it  was  almost  impossible  to  mistake  a  func- 
tional case  for  one  of  retro-ocular  neuritis.  He  also  men- 
tioned some. cases.  Mr.  Nettleship  discussed  various  matters 
raised  by  other  speakers.  Mr.  Miller  read  short  notes  of 
three  cases.  He  thought  that  many  were  of  rheumatic  origin. 
]\Ir.  Guun  replied.  Professor  Poulton  read  his  conclusions 
as  to  vision  of  birds  based  upon  a  consideration  of  mimetic 
color  and  the  patterns  on  insects.  His  observations  led  him 
to  believe  that  birds  saw  very  much  the  same  as  we  do,  and 
the  things :  which  deceived  our  vision  also  deceived  that  of 
birds.  Mr.  ^IcHardy  read  his  paper  on  the  Maturation  and 
Extraction  of  Senile  Cataract,  and  gave  his  conclusions  as  the 
result  of  many  hundreds  of  cases ;  after  maturation  the 
cortex  was  never  sticky  and  always  came  away  easily.  He 
strongly  advocated  a  preliminary  iridectomy.  If  posterior 
synechite  were  present  this  was  a  contraindication  to  matura- 
tion. Mr.  Higgins  gave  up  maturation  years  ago,  and  he 
never  found  any  difficulty  in  getting  the  lens  away.  He 
never  did  an  iridectomy  if  he  could  possibly  help  it.  Mr. 
Hill  Griffith  had  performed  the  operation  often,  and  thought 
it  had  no  danger  and  much  facilitated  extraction.  Mr. 
Tatham  Thompson  thought  the  need  of  artificial  maturation 
had  disappeared  now  McKeown's  operation  of  washing  out 
the  lens  was  available.  Mr.  Grossmann  and  ]Mr.  Frank 
Thomas  spoke,  and  Mr.  McHardy  replied.  Mr.  Grossmann 
read  a  paper  on  Astigmatism  with  Varying  Axes,  and  gave  a 
lantern  demonstration.  Dr.  Berry  thought  that  the  size  and 
eccentricity  of  the  pupil  was  the  cause  of  varying  axes  of 
astigmatism.  Dr.  Bull  thought  that  many  cases  were  early 
ones  of  keratoconus.     Dr.  Grossmann  replied. 

Second  Day. 
Work  began  with  the  discussion  on  Intraocular  ILvmorr- 
hage  and  Systemic  Disease,  which  was  opened  by  Dr.  Hill 
GritHfh.  He  related  his  experience  of  many  cases  and  om- 
jihasi/od  the  a))parent  rarity  of  these  cases  and  the  impor- 
tance of  blood  changes  in  their  production.  Dr.  Lucicn 
Howe  exhibited  a  specimen  of  retinal  hainorrhage.  Pro- 
fessor I'thoff  sjiowed  sections  and  drawings  of  a  subretinal 
Inemorrhage.  Dr.  Risley  and  Professor  Oliver  related  cases 
which  occurred  in  patients  suffering  from  blood  changes  and 
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showed  ophthalmoscopic   drawings.     Dr.   George  Carpenter 
had  seen   retinal  haemorrhages   in   children  in  a  number  of 
different  diseased   conditions.     Dr.    Hill  Griffith  briefly  re- 
plied and  thanked  the  speakers.     Professor  Hirschberg  made 
some  practical  remarks  on  magnet  operations.     He  thought 
that  the  occurrence  of  pain  on  the  application  of  the  giant 
magnet  was  most  deceptive,  pain  did  not  always  occur  even 
when  metal  was  present,  and  in  might   draw  it  from  a  com- 
paritively  harmless  position  into  the  ciliary  body.     He  urged 
the  importance  of  the  use  of  the  sideroscopic  and  x-ray  pho- 
tographs.    He  thought  we  were  bound  to  remove  the  splinter 
if  it  were  any  way  possible.     Dr.   Barkan  advocated  the  im- 
proved sideroscope  of  Professor  Hirschberg.     Mr.  McHardy 
advocated  the  use  of  the  x-rays  before  applying  the  magnet. 
Dr.  Mackay  urged  the  necessity  of  early  removal  of  the   for- 
eign body.     Professor  Hirschberg  replied,  and  insisted  upon 
the  great  damage  sometimes  done  by  searching  for  a  foreign 
body  which  might  not   even  be  within  the  eye  at  all.     Dr. 
Rivers  demonstrated  the  result  of  his  investigation  on  the 
comparative  visual  acuity   of  savages    and    civilized    people. 
He  found  that,    apart  from  errors   of  refraction,   there  was 
hardly  any  difference  of  visual  acuity,    any  difference  there 
was  being  due  to  familiarity  with  the  surroundings  and  edu- 
cation, and  man  all  over  the  world  had  much  the  same  vision. 
In  tropical  countries  visual  acuity   failed  rapidly  after  about 
35  years  of  age.     Dr.  Berry  read  his  Remarks  on   the   Diag- 
nosis and  Nature  of  Glaucoma.     He  thought  that  the  path- 
ology of  the  disease  Avas  still  obscure,  and  gave  a  summary  of 
von    Graefe's   opinions   on   the   subject.     Dr.  Berry  thought 
that  the  use  of   miotics  in  simple  glaucoma  was   useless,   he 
had  never  seen  sclerotomy  do  much  good,   and  he  had  given 
up  the  performance  of   large  iridectomies.     Mr.   Richardson 
Cross  thought    that   in    doubtful  cases  without  inflammation 
cocaine  should  be  used,  and   then  arterial   pulsation  might  be 
seen  in  true  cases;  should  tension  be  present,    operation  was 
indicated,  except  in  old   and  very  diseased  conditions.     He 
thought  that  the    continued  use  of  miotics  was  useful,  espe- 
cially   in    early   cases.     Eserine    irritation   must  be  guarded 
against,  and  the    earlier    an   operation    was    undertaken   the 
better.     Dr.  AVherrv  and  Professor  Hirschberg  made  some 
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remarks;  the  latter  condemned  the  operation  done  on  the 
two  eyes  together,  and  thought  that  the  irritation  following 
the  use  of  eserine  was  due  ;to  septic  solutions.  Professor 
Uhthoff  gave  some  statistics  and  Dr.  Berry  replied.  Mr. 
Adams  Frost  read  a  paper  on  the  Operative  Treatment  of 
Myopia.  He  rather  tended  to  the  opinion  that  retinal  de- 
tachment was  more  frequent  after^  the  removal  of  the  lens 
than  before.  He  was  averse  to  operating  on  the  two  eyes. 
Professor  Landolt  thought  the  removal  of  a  clear  lens  was  a 
dangerous  procedure  and  that  by  no  means  had  all  the  un- 
successful cases  been  published.  He  would  operate  on  one 
eye  only.  Mr.  Johnson  Taylor  thought  that  repeated  small 
needlings  were  safer  than  free  discission  and  letting  out  of 
the  lens.  Mr.  Frost  replied.  Mr.  Ernest  Clarke  read  a  paper 
on  Twenty  Years'  Treatment  of  Myopia.  He  advocated  the 
full  correction  of  myopia  for  all  purposes.  Dr.  McGillivray 
discussed  the  Temperature  of  the  Cornea  and  its  Relation  to 
Corneal  Therapeutics,  and  advocated  the  use  of  oily  solutions 
of  cocaine  to  remove  photophobia. 

Third  Day. 

The  discussion  on  Keratitis  Profunda  was  opened  by  Mr. 
W.  T.  Holmes  Spicer.  He  found  that  overeating  and  drink- 
ing, with  its  accompaniments,  were  responsible  for  about 
three-fourths  of  the  cases,  and  of  those  that  were  traced  to 
the  end  the  prognosis  was  good  in  all  the  slighter  cases. 
The  symptoms  and  pathology  of  the  disease  were  then  de- 
scribed, and  with  regard  to  treatment  the  use  of  atropine 
with  hot  formentations  advocated,  unless  the  tension  were 
high,  when  it  should  be  used  with  caution:  paracentesis  was 
the  most  satisfactory  operation  for  its  relief.  He  had  never 
found  subconjunctival  injections  useful;  but  the  treatment  of 
the  general  condition  was  most  important.  Mr.  Power  re- 
lated some  cases,  and  Mr.  Cyril  Walker  and  Dr.  Hill  Griffith 
alluded  to  the  close  simulation  of  these  cases  to  interstitial 
keratitis.  The  treatment  was  discussed  by  Mr.  (irainger  and 
Di-.  Kitllcr.  Mr.  Spicer  replied.  Dr.  Koller  read  a  paper  on 
the  Sul)conjunctival  Injection  of  Cocaine  in  the  Extraction  of 
Cataract.  He  found  that  injecting  a  few  drops  of  <'ocaine 
beneath  the  conjunctiva  did  far  more  to  ansesthetize  the  eye 
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than  simply  instilling  it.  Mr.  Doyne  said  that  he  nearly 
always  used  it  for  enucleation.  Dr.  Lucien  Howe  demon- 
strated the  results  he  had  obtained  from  his  inquiries  into  the 
time  required  for  a  normal  eye  to  swing  laterally  through  a 
given  arc.  The  President  who  had  been  working  independ- 
ently at  the  same  subject,  made  some  remarks,  and  Dr.  Gill- 
ivray  asked  if  observations  had  been  made  on  cases  in  which 
advancement  and  tenotomy  had  been  done.  Mr.  Hill  Griffith 
thought  it  might  be  useful  in  cases  of  alcoholism  to  measure 
the  movements  of  the  eyeball,  and  Mr.  Johnson  Taylor  asked 
if  it  had  been  used  in  cases  of  nystagmus.  Dr.  Howe  said  he 
had  not  used  it  on  alcoholics.  Mr.  Watson  Griffin  demon- 
strated a  modified  suction  syringe  for  the  removol  of  the  lens 
matter  after  the  needling  of  a  cataract.  Professor  Hirsch- 
berg  went  into  the  history  of  suction  operations.  Mr. 
James  Hinshelwood  related  a  case  of  pure  word  blindness 
with  right  homonymous  hemianopsia,  with  pathological  ex- 
amination by  Drs.  McPhail  and  Ferguson.  He  also  de- 
scribed a  case  of  congenital  word  blindness.  Mr.  Bishop 
Harman  said  the  condition  of  congenital  word  blindness 
was  well  known  in  London  schools.  Mr.  Stephenson  did  not 
think  it  was  anything  like  so  rare  as  was  supposed,  and  he 
had  himself  reported  2  cases  in  boys.  Remarks  were  made 
by  Messrs.  Wherry,  the  President,  and  Dr.  Harris.  Mr. 
Hinshelwood  replied.  Dr.  George  Carpenter  related  a  case 
of  retinitis  in  a  child  with  large  white  kidneys.  Mr.  Bishop 
Harman  read  a  paper  on  Follicular  Conjunctivitis,  and  gave 
statistics  he  had  obtained  among  school  children.  He  drew 
attention  to  the  intiuence  of  pediculi  in  the  children's  heads 
on  the  conjunctival  condition.  Dr.  G.  H.  Burnham  read  a 
paper  on  Combined  Treatment  in  Disease,  especially  of  the 
Uveal  Tract.  This  consisted  of  the  hypodermic  injection  of 
pilocarpine  and  the  internal  administration  of  mercury  and 
iodide.  Dr.  A.  Bronner  related  a  case  of  septic  thrombosis 
of  the  cavernous  sinus  due  to  lateral  empyema  of  the  sphen- 
oidal cells.  The  case  had  a  fatal  termination,  and  the  results 
of  the  necropsy  were  given. 


ABSTRACTS  FEO.M  MEDICAL  LITERATURE. 


Br  W.  A.  SHOEMAKER,  M.D. 

ST.  LOUIS.  MO. 

NOTES  ON  RADIUM. 
Francis  H.  Williams  (Boston  Med.  and  Surg.  Jour., 
May  2(i)  states,  that  physicists  now  consider  that  the  beta 
ravs  from  radium  correspond  to  the  cathode  rays  and  the 
gamma  to  the  X-rays.  The  beta  rays  seem  likely  to  prove  a 
convenient  and  useful  remedy  in  certain  diseases  of  the  eye, 
particularly  those  which  have  not  yielded  to  other  methods 
of  treatment.  Among  these  are  trachoma,  opacity  of  the 
cornea,  and  inflammatory  conditions  of  the  neighboring  parts. 
The  writer  has  observed  good  results  follow  promptly  from 
exposures  of  two  or  three  minutes  to  X  gr.  of  pure  radium 
bromide,  given  at  first  once  a  week  and  later  twice  a  week. 
The  radium  was  held  about  Vs  inch  from  the  everted  lid, 
or  was  placed  even  nearer  to  the  closed  lid  opposite  the  dis- 
eased area.  The  advantages  of  radium  over  the  X-rays  are 
apparent.  The  output  of  the  rays  from  radium  is  uniform, 
and  the  rays  may  be  easily  applied.  The  greatest  care  should 
be  employed  when  diseases  of  the  lids  or  eyes  are  treated 
with  this  powerful  agent.  Kadium  is  also  an  excellent  test 
for  determining  whether  or  not  the  eyes  of  the  practitioner 
are  in  a  suitable  condition  for  making  fluoroscopic  examina- 
tions. The  spinthariscope  containing  a  bit  of  radium  is  em- 
ployed. If  the  scintillations  appear  bright  to  the  practitioner, 
his  eyes  are  ready  for  use;  if  dull,  he  must  wait  for  a  while 
longer  in  the  dark  room  before  attempting  to  make  a  fluoro- 
scopic examination. 
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SAMUEL  SHARP,  THE  FIRST    SURGEON   TO    MAKE 
THE  CORNEAL  INCISION  IN  CATARACT  EX- 
TRACTION WITH  A  SINGLE    KNIFE. 
A  BIOGRAPHICAL  AND  HIS- 
TORICAL SKETCH.* 

By  ALVIN  A.  HUBBELL,   M.  D..  Ph.  D. 

Clinical  Professor  of  Ophthalmology,  University  of  Buffalo. 
BUFFALO,  \.  Y. 

IN  reviewing  the  history  of  the  modern  operation  of  extrac- 
tion of  cataract,  beginning  with  the  first  memoir  of  its 
originator,  Jacques  Daviel,t  first  read  before  the  Royal 
Academy  of  Surgery  of  Paris,  on  April  13,  1752,  there 
stands  before  us  a  singularly  prominent  and  imposing  figure, 
that  of  Samuel  Sharp,  of  London.  He  was  a  surgeon  of 
renown,  and  not  only  did  much  to  advance  his  art  in  general, 
but  he  also  did  important  pioneer  work  in  the  treatment  of 
diseases  of  the  eye,  particularly  that  of  cataract.  The  latter 
alone,  was  of  such  signal  benefit  to  the  world  that  it  crowns 
his  memory  with  an  imperishable  lustre. 

Sharp  was  born  about  the  year  1700,  on  the  island  of 
Jamaica,  one  of  the  English  possessions  of  the  West  Indies 
at  that  time  as  well  as  now.     His  family    identity  has  not 


♦Read  at  the  9th  meeting  of  the  American  Academy  of  Ophthalmology 
and  Oto- Laryngology  held  at  Denver.  Aug.  24th  to  SGth,  1904. 

t'-For  a  history  of  DavieT.s  operation  see  a  paper  by  the  author  entitled 
Jacques  Dariel,  and  the  Beyinninfjs  of  the  Modern  Operation  of  Extraction 
of  Cataract''  (.Journal  of  the  American  Medical  Association,  July  26, 
1902). 
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been  recorded,  but  he  evidently  belonged  to  those  Sharps  of 
Enofland  who  have  for  two  or  more  centuries  been  found 
amone  her  most  distinguished  men  of  letters,  art  and  science. 
I  am  unable  to  find  any  history  of  the  early  life  of  Samuel 
Sharp.  As  his  later  life  shows,  he  undoubtedly  received  a 
substantial  education,  for  he  wrote  well,  talked  well,  and  was 
more  or  less  familiar  with  the  ancient  and  modern  languages, 
having  good  command,  especialh',  of  French  and  Italian. 

We  come  in  direct  touch  with  Sharp  first,  in  1724,  when 
he  was  twenty-four  years  old.  He  was  at  this  time  about 
to  prepare  himself  for  his  life-work  as  a  surgeon.  This  was 
not  done  then  as  it  is  now.  He  was  living  iu  a  different  age, 
with  different  standards  and  amidst  different  surroundings. 
The  medical  profession  in  England  had  not  yet  outgrown 
mediaeval  ideas  and  customs,  and  it  was  divided  into  three 
classes,  the  physicians,  surgeons  and  apothecaries,  each  one 
with  its  special  functions  and  limitations.  The  physicians 
dominated,  more  or  less,  the  other  two  classes.  They  were 
educated  at  the  universities  in  accor(hince  with  the  standards 
of  the  time,  and  occupied  a  dignified  position  in  society. 
Very  few  of  them  "stooped"  to  do  surgical  work,  most  of 
them  engaging  only  in  the  practice  of  "internal  medicine," 
in  obedience  to  the  traditions  of  the  past,  when  it  was  regarded 
as  beneath  the  station  of  the  physician  to  take  to  himself 
the  menial  labors  of  a  handicraftsman  like  those  of  the 
apothecary  and  surgeon.  On  the  other  hand,  the  surgeons 
and  apothecaries  were  not,  in  general,  the  learned  men  of 
the  universities,  but  were  craftsmen  under  the  control  of 
their  guilds  or  "companies,"  acquiring  their  mastership  Mud 
"freedom"  through  a  stipulated  term  and  condition  of 
service,  like  any  tradesmen.  The  surgeons,  in  1724,  had 
their  "United  Barbers'  and  Surgeons'  ComiKiny  ""  which  li.id 
been  incorporated  ])V  parliament,  in  l.')4(),  in  the  reign  of 
Henry  the  \'HI.  and  which  was  the  outcome  of  tlu'  union 
of  the  "  (tild  of  Barbers,"  whose  members  did  surgery  as  well 
Itarbciv.  and  of  liie  "  (Jild  of  Surgeons,"  of  London.  Uotli 
of  these  "companies"  had  existed  as  se|)arale  botlies  for  a 
very  long  time.  The  "  I'nited  company  "  was  orgaiii/.ed  for 
the  purpose  of  assembling  together,  in  orchr  that  "  the  good 
and   due  order,    (>xei'eise  and   kiiowh'dL'e  of  the   s.-iid    science 
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or  faculty  of  surgery  shall  be  rendered  more  perfect,  as  well 
in  speculation  as  in  practice,  both  to  (the  members)  them- 
selves, and  all  their  servants  and  apprentices  brought  up 
under  them,  *  *  *  than  it  hath  been 

or  should  be,  if  the  two  companies  of  barbers  and  surgeons 
should  continue  severed  asunder,  *  *  * 

as  they  before  this  time  have  been,  and  used  themselves 
not  to  meddling  together"'  (The  Craft  of  Surgery,  by  South 
and  Power,  London,  1886,  page  100).  The  members  of  the 
company,  however,  were  directed  by  the  act  that  "No 
manner  of  person  within  the  city  of  London  or  the  suburbs 
thereof,  or  within  one  mile  compass  of  the  same,  after  the 
feast  of  the  Nativity  of  our  Lord  God  next  coming  using 
barbery  or  shaving  *  *  *  neither  he 

nor  they  nor  none  other  for  them  to  his  or  their  use  shall 
occupy  any  surgery,  letting  of  blood,  or  any  other  thing 
belonging  to  surgery,  drawing  of  teeth  only  except(ed). 
And  in  like  manner,  whosoever  useth  the  mystery  or  craft  of 
surgery,  shall  in  nowise  occupy  nor  exercise  the  feat  or  craft 
of  barbery  or  shaving,  neither  by  himself  nor  by  none  other, 
for  him  to  his  or  their  use"  (Craft  of  Surgery,  page  101). 
Thus  were  the  limitations  of  the  barbers  and  surgeons  for  the 
first  time  fixed  and  defined,  and  although  united  in  a  body 
for  certain  defensive  and  municipal  purposes,  the  barber  was 
to  do  nothing  pertaining  to  surgery,  except  to  "  draw  teeth," 
and  the  surgeon  Avas  not  to  perform  any  work  of  "  barbery  " 
or  "shaving."  This  union  would  seem  to  be  anomalous  and 
undesirable,  but  it  appeared  to  prosper  and  meet  the  needs 
of  the  community,  until  1745,  over  two  centuries,  when  a 
separation  again  took  place,  and  the  surgeons  were  organiz- 
ed into  the  "Surgeons'  Company,"  afterwards  the  College 
of  Surgeons  of  London,  now  the  Koyal  College  of  Surgeons 
of  England,  and  the  barbers  continued  as  before. 

In  the  United  Company  was  vested  the  power  of  regu- 
lating, more  or  less,  the  practice  of  surgery,  and  it  was  the 
main  channel  leading  to  securit}^  and  respectibility  for  the 
surgeon.  London  was  full  of  unlicensed  practitioners  and 
quacks,  but  both  the  College  of  Physicians,  which  had  been 
founded  in  1518,  and  the  United  Company  did  all  in  their 
power  to  suppress  them. 
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To  become  a  recognized  and  respectable  surgeon,  the 
candidate  must  have  served  an  apprenticeship  of  seven  years, 
passed  certain  examinations,  paid  certain  fees,  and  made 
solemn  oaths  of  loyalty  and  obedience.  Having  been  granted 
the  diploma  and  "  freedom  "  of  the  company,  he  was 
required  to  continue  his  relations  to  the  company,  perform 
prescribed  duties  in  its  behalf  and  attend  the  lectures  and 
demonstrations  given  at  the  Barber-Surgeons*  hall  or,  in 
default  of  this,  pa}'  a  tine. 

To  become  a  surgeon  the  candidate,  who  should  be  at 
least  fourteen  years  of  age,  was  taken  to  a  member  of  the 
Barber-Surgeons'  Company  who  was  in  need  of  an  appren- 
tice, (each  master  being  allowed  to  take  three  or  four,  accord- 
ing to  his  position  in  the  company),  and  having  agreed  upon 
the  terms  of  his  acceptance,  he  was  sent  to  the  Barber-Sur- 
geons' hall  and  duly  presented  to  the  court  or  council  of  the 
compan}^  and  there  examined  as  to  his  soundness  of  "mind  and 
limb,"  and  as  to  a  sufficiency  of  education.  If  he  were  ap- 
proved, the  clerk  of  the  company  made  out  his  indentures, 
which  were  taken  to  the  guild  hall  and  there  registered.  The 
lad  was  bound  to  his  master  for  seven  3'ears  (sometimes  for 
eight  or  nine  years).  The  master  received  a  sum  of  money 
agreed  upon,  in  return  for  which  he  undertook  to  supply  his 
apprentice  with  "meat,  drink,  apparel,  lodging,  and  all  other 
necessities  according  to  the  custom  of  the  City,"  and  to  in- 
struct him  in  the  "mysteries"  and  knowledge  of  the  craft 
During  the  time  for  which  he  was  bound,  the  ai)i)rcntice  re- 
mained the  slave  of  his  master  (D'Arcy  Power  in  "How 
Surgery  Became  a  Profession  in  London,"  rejjrint  from 
The  Medical  Magazine,  London,  1899,  Page  2.")). 

In  compliance  with  these  requirements,  Samuel  Sli:irp 
was  "bound"  to  ^^'illiam  Cheselden,  of  London,  one  of  the 
greatest  surgeons  of  modern  times.  He  had  taken  up  his 
residence  in  Kngland,  but  whether  with  or  without  his  parents 
is  not  recorded.  His  indentures  were  for  an  apprenticeship 
of  seven  years,  and  were  signed  on  March  2,  1721.  It 
app<'arsthat  friends  were  assisting  him  in  his  new  undertaking, 
as  the  fee  of  three  hundred  pounds  st(>rling  ( 81  ,."»<)(».(•(> ), 
was  paid  by  Mrs.  Kli/abeth  SmIc.  "a  widow  living  in  ll«rt- 
ford.""      .Inst    how    Sh:irp  was    employed    oi-  wiint    studies  he 
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engaged  in  during  his  apprenticesliip  can  only  be  conjectured. 
There  is  reason  to  believe,  however,  that  his  master  had  great 
regard  for  him  and  gave  him  the  best  advantages  of  the  time. 
Cheselden   (born  Oct.  19,  1688,  died  April    10,  1752),  him- 
self, coming  from   a  wealthy  family,  had   had   an   excellent 
training.     He   had  a  classical  education,  and   had   been  the 
house-pupil   of  William  Cowper,  the  anatomist.     Moreover, 
he  was  highly  endowed  intellectually,  and  was  a  man  of  great 
energy  and   high  ambition.     As  soon  as  he  had  obtained  the 
"grand  diploma"  of  the  Barber-Surgeons'  Company,  in  1711, 
he  began  lecturing  on  anatomy.     These  lectures  were  deliv- 
ered at  first,  perhaps,  at  the  Surgeons'  Hall,  where  a  lecturer 
was,    by   special   permission,  allowed  to  teach  a  small  class, 
after  he  had  performed  his  public  duties,  and  from  time  to 
time,     as    opportunity    occurred,    "a   private    anatomy    was 
wrought    upon"      (Power,   reprint  cited,  page  29).     These 
lectures   were   continued   at    his   house,    and  afterward,    for 
twenty  years,  at   St.  Thomas'  Hospital,  to  which  he  was  ap- 
pointed in  1719.     The  lectures  were   on   anatom}',  and  were 
published    in    book    form    in    1713.       This    work    afterward 
passed  through   many  editions.     Besides  his  appointment  at 
St.  Thomas",  he  was  surgeon  at  the  Chelsea  Hospital,  and  on 
the  foundation   of  St.  George's,   in  1733,  he  was  appointed 
one  of  its  surgeons.     Besides   his  hospital  appointments  he 
was  made   surgeon  to   Queen  Caroline,  in    1728,  and    by   his 
many  talents   became   a  welcome  guest  in  the  highest  social 
and  literary  circles.     He  was  a  member  of  the  Royal  Society, 
and  was  an  intimate   friend  of  Alexander  Pope,    the    poet, 
Jonathan  Richardson,  the  painter,  and   Sir  Hans  Sloane,  the 
naturalist  and  founder  of  the  British  Museum.     Such  being 
the  activities  and   relations  of  the   master,  naught  but  intel- 
lectual   and  social    advantage   could  accrue    to    the    favorite 
pupil.     Undoubtedly,  Sharp  had  the  opportunity  of  attend- 
ing Cheselden's  anatomical  lectures,  and  also   of  seeing  his 
extended  hospital  work  and  assisting  in  it.     It  was  at   about 
this  period  ( 1723-1727),  that  Cheselden  was  studying  and  per- 
fecting his  operation  of  lateral  lithotomy,  which  he  executed 
with  such  extraordinary  skill,  brilliancy,  and  success,  even  on 
one  occasion  extracting  a  stone  from  the  bladder,  it  is  said,  in 
fifty-four  seconds.     He  became   so  famous   in  his   operation, 
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that  surgeons  came  from  all  over  Europe  to  witness  his  per- 
formance of  it,  and  to  learn  his  method.  The  French 
Academy  of  Sciences  became  much  aroused  over  the  opera- 
tion, and  delesfated  M.  Sauveur-Frangois  Morand,  one  of  its 
distinguished  members,  to  go  to  London,  and  study  it.  This 
visit  led  to  a  lasting  friendship  between  the  two  great  sur- 
geons, the  fruits  of  which  were  an  advancement,  by  inter- 
reaction,  of  both  English  and  French  surgery  to  an  extent 
that  never  can  be  measured.  The  interchange  was  such  that 
all  that  was  best  in  England  went  to  France,  and  all  that  was 
best  in  France  came  to  England. 

Sharp  was  at  this  time  presented  to  Morand  while  he  was 
in  London,  and  through  this  acquaintanceshi})  he  afterward 
went  to  Paris  to  study  surgery  even  before  he  had  completed 
his  apprenticeship  with  Cheselden.  More  than  this,  Morand 
later  became  the  warm  friend  of  Sharp,  and  did  much  to  pro- 
mote his  interests,  as  well  as  those  of  Cheselden,  in  the 
Royal  Academy  of  Surgery  of  Paris,  of  which  both  became 
members,  Cheselden,  in  1743,  and  Sharp,  in  174H. 

Not  only  did  Sharp  have  the  benefit  of  the  acquaintance- 
ship of  Morand  and  other  French  surgeons,  l)ut  he  counted 
it  one  of  the  privileges  of  his  life  to  know  the  celebrated 
Voltaire  and  to  have  social  intercourse  with  him.  This 
acquaintanceship  began  while  Voltaire  was  living  in  London 
during  his  exile  from  France,  in  172(i-1729*,  and  was  con- 
tinued in  Paris,  as  Sharp  was  fre<juently  the  guest  of  Voltaire 
while  he  was  studying  surgery  there,  probably  in  1730.  as 
well  as  later  in  life. 

With  all  the  opportunities  which  Cheselden  was  al)lo.  and 

iindoul)to(lly  disjjosed   to  give  his  pui)il,  and  with  all    the  atl- 

vantages  which  were  to  be  derived    from  the  work  and  stand- 

ing  of    the   master,   Sharj)  made   creditable   progress  in  his 

studies,  and  on   March  7.  1731,  was   admitted  "freennm"  of 

the   Barl)er-Surgeons'  Company.      Imbued  with   the   spirit  of 

his   master,  his    ambition    led    him    to    go    farther,  and    aftei- 

•  ••!  knew  biiii  in  tlm  days  of  my  youtli.  anil  had  tlio  honor  to  ho 
soinetiinc.-*  witli  hiiii  wlien  \w  was  in  I.ondon.  I  also  saw  him  in 
I'aris  in  174'.i.  ...  I  n'nu'inlxT  to  liavo  heard  Jiini  say.  ahout 
tlie  year  I7"J6.  liiat  liefore  he  learnt  Kn<;:Iish  he  read  the  Spertalitrs  in 
Fr^ncli  and  often  wondered  that  such  dull  writinjjs  should  please  a  polite 
nation  -But  now,'  said  he,  'that  I  have  aeipiired  the  tongue,'  ete." 
Slmrp's   'Letters  from  Italy",  Second  edition,  pp.  2  and  4. 
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practicing  a  year  and  demonstrating  to  the  Company  his  high 
proficiency,  he  was  granted  the  "grand  diploma",  \yhich 
entitled  him  to  be  called  a  master  in  surgery  and  anatomy, 
and  allowed  him  to  practice  his  art  anywhere  and  during  his 
whole  life  (Power,  reprint  cited,  page  2i^).  This  diploma 
was  obtained  on  April  4,  1732,  and  on  June  (i,  the  same 
year,  he  "was  admitted  into  the  liyery  and  clothing  of  the 
Company." 

Thus  did  Samuel  Sharp  prepare  himself  for  his  chosen 
calling  and  equip  himself  for  its  duties.  Ambitious,  intelli- 
gent, energetic,  he  made  the  most  of  the  opportunities  which 
his  great  master  had  offered  him,  and  began  the  practice  of 
surgery  under  auspices  most  fayorable  to  success.  Chesel- 
den's  friendship  was  so  great  for  the  man  who  had  assisted 
him  so  materially  in  his  lectures,  in  his  operations,  and  in 
preparing  and  publishing  those  plates  of  such  extraordinary 
beauty  and  excellence,  comprised  in  his  famous  work  known 
as  "Osteographia,""  that  his  kind  offices  in  Sharp's  l)chalf 
did  not  cease  when  he  was  no  longer  his  master,  but  they 
were  continued  for  many  years  afterward.  In  many  wa3's 
was  Cheselden's  powerful  influence  cast  for  Sharp.  This 
was  especially  notable  in  the  year  1733,  the  year  of  the  pub- 
lication of  Cheselden's  "Osteographia,"  and  did  much  to 
giye  Sharp  a  foothold  on  the  surgical  practice  of  London  that 
was  sure,  and  to  secure  a  start  in  a  career  that  became  dis- 
tinguished and  productiye  of  great  professional  good. 

Guy's  Hospital  had  been  opened  in  1725,  and  its  adminis- 
tration had  been  patterned  largely  after  that  of  its  more 
ancient  neighbor,  St.  Thomas'.  The  medical  and  surgical 
staffs  of  both  institutions,  also,  were  so  closely  related  that 
for  man}- years  they  were  practically  one.  The  first  surgeons 
appointed  to  Guy's  were  Francis  Croft  and  Andrew  Cooper. 
Croft  resigned  in  1727  and  Robert  Baker  succeeded  him. 
Cooper  resigned  in  1732  and  Hasell  Cradock  was  appointed 
to  his  place.  Baker  seryed  the  hospital  four  years,  retiring 
in  1733.  Here  was  an  opportunity  for  Sharp,  and  both  he 
and  Cheselden,  then  of  St.  Thomas',  saw  it.  Sharp  hatl  been 
practicing  two  years  and  was  now  in  position  to  assume  hos- 
pital responsibilities  on  his  own  account,  and  he  desired  the 
place  ma<le  yacant  by  Baker's  resignation.  Cheselden's 
influence  here  became   paramount,    and    Sharp    was    elected 
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surgeon  to  (tuv's  on  August  9,  1733,  in  association  with 
Cradock.  Tliis  association,  however,  was  of  rather  short 
(hiration,  as  the  latter  died  in  1736.  John  Belchier.  a  friend 
of  Sharp,  about  four  years  his  senior,  and  also  an  apprent- 
iced pupil  of  Cheselden,  was  appointed  to  Cradock" s  place. 
Sharp  and  Belchier  remained  colleagues  in  the  hospital  until 
1757,  when  Sharp  resigned.  Belchier,  who  was  a  man  of 
some  note,  did  not  retire  till  1768. 

From  the  moment  of  Sharp's  appointment  to  the  hospital 
in  1733,  his  practice  began  to  grow,  and  it  rapidlv  increased 
till  soon  it  became  large  and  lucrative.  Following  the  ex- 
ample  of  Cheselden,  he  instituted  a  private  course  of  lectures 
to  a  society  of  navy  surgeons,  which  he  delivered  in  Covent 
Garden.  Such  lectures  were  somewhat  of  an  innovation  on 
the  customs  of  the  time,  but  they  were  accepted  and  tended 
to  increase  Sharp's  popularity.  They  constituted  a  "course 
of  anatomical  lectures  to  which  were  added  the  operations  of 
surgery  with  the  application  of  bandages."  In  1746  he  was 
so  much  occupied  l)y  the  increase  of  his  work  that  "for  want 
of  leisure"  he  resigned  his  lectures  to  William  Hunter,  then 
a  surgeon,  who  continued  them,  and  in  whose  hands  they 
became  the  nucleus  of  that  celebrated  school  of  medicine  of 
the  eighteenth  century,  known  as  the  "Great  Windmill 
Street  School,"  which  is  thought  by  some  to  have  laid  the 
foundation  of  modern  medical  teaching. 

Soon  after  Sharp's  a})i)ointment  to  Guy's  Hosi)ital.  he 
received  an  apprentice  whose  relations  to  him  and  to  the 
hospital  proved  of  great  service  both  to  himself,  the  hospital 
and  the  profession.  This  apprentice  was  Joseph  Warner, 
who,  like  himself,  was  born  in  the  British  West  Indies,  in 
Antigua,  and  from  there  wa.s  sent  to  London  to  be  educated. 
In  1734,  at  the  age  of  seventeen,  he  was  bound  to  Sharp. 
He  was  at  once  allowed  to  assist  his  master  at  Guy's,  and  to 
attend  Sharp's  lectures  on  anatomy  and  surgery.  Having 
finished  his  apprenticeship  and  entered  into  the  practice  of 
surgery,  a  vacancy  occurred  in  the  hospital  staff  by  the  death 
of  James  Pierce,  in  174'),  who  had  just  been  made  its  third 
surgeon,  and  lie  was  .ijjpoinlcd  to  jiis  place.  By  this  ai)|)oint- 
nient  (iuys  had  three  smgcons.  all  of  wli(»ni  honored  the 
institution  and  distinguished  themselves.  These  were  Sharp, 
his  fellow  apprentice  under  Cheselden,  Belchier,  and  his  own 
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pupil,  Warner.  \\\{\\  sueli  men  as  these  in  the  surgical  de- 
partment, it  is  no  wonder  that  Guy's  Hospital  rapidly  rose  to 
the  first  rank  among  the  hospitals  of  London.  Sharp's  pupil, 
moreover,  carried  forward  those  innovations  and  improved 
methods  which  Sharp  had  introduced,  and  thus  perpetuated 
the  results  of  his  labors. 

In  the  course  of  time,  Sharp  had  so  far  risen  in  the  esteem 
of  the  learned  of  London  that  he  was  deemed  a  worthy 
candidate  for  fellowship  to  that  very  exclusive  and  select 
body  of  savants,  the  Royal  Society,  and  in  1749  he  was  taken 
into  its  fold.  During  the  same  year  he  made  another  visit 
to  Paris,  where  he  was  received  with  open  arms.  Here  he 
studied,  carefully,  the  latest  methods  and  improvements  of 
the  French  surgeons,  and  at  the  same  time  was  honored  by 
being  elected  a  foreign  member  of  the  Roval  Academy  of 
Surgery  of  Paris,  another  body  of  limited  and  select  mem- 
bership. Here  his  acquaintance  and  friendship  with  Morand, 
the  perpetual  secretary  of  the  Academy,  proved  of  signal 
service.  On  his  return  to  England  he  wrote  a  book,  "A 
Critical  Enquiry  into  the  Present  State  of  Surgery,"'  in  which 
he  reviewed  contemporary  practice  and  embodied  his  obser- 
vations on  the  practice  of  the  surgeons  whom  he  had  met. 

Sharp's  practice  in  London  now  assumed  very  large  pro- 
portions. The  demands  which  were  thus  made  upon  him, 
together  with  a  life-loug  alHiction  of  asthma,  induced  him, 
after  twenty -four  years'  service,  to  relinquish  his  hospital 
work.  He  tendered  his  resignation  to  Guy's  on  September 
23,  1757,  but  continued  to  })ractice  until  1765,  when,  on 
account  of  ill  health,  he  went  to  Italy,  where  he  spent  a  year 
in  travel.  While  in  Italy  he  wrote  a  series  of  letters,  fifty- 
four  in  all,  to  a  friend  in  England,  describing  the  manners 
and  customs  of  the  inhabitants  of  the  various  provinces  which 
he  visited,  and  giving  his  impressions  of  them.  These 
letters,  even  to-dajs  are  deeply  interesting,  and  at  the  time 
of  their  publication  in  book  form,  in  17()(>,  and  a  second  time 
in  1767,  they  aroused  a  good  deal  of  feeling  among  the 
Italians.*      Barretti,  in  answer  to  Sharp,  published  a  work 

*  Dr.  Samuel  Johnson,  the  learned  contemporary  of  Sharp,  said:  -I 
read  Sharp's  letters  on  Italy  over  again  when  I  was  in  Bath.  There  is  a 
great  deal  of  matter  in  them."" — BoswelTs  Life  of  Johnson,  bj-  Crocker, 
page  512. 
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in  two  voluiiies  entitled  "An  account  of  the  manners  and 
Customs  of  Italy,"  which  passed  throuo;h  two  editions.  In 
this  he  criticised  Sharp  severely.  In  1768  Sharp  defended 
himself  in  another  publication  which  he  entitled  "A  View  of 
the  Customs,  Manners,  Drama,  etc.,  of  Itah',  as  They  Were 
Described  in  the  'Frustra  Litteraria.' "  In  this  Sharp  un- 
earthed a  number  of  contributions  bv  Barretti,  containinor 
similar  censures  to  his  own.  It  is  generally  conceded  that 
Sharp  did  not  in  the  least  exaggerate  the  condition  of  the 
people  with  whom  he  came  in  contact,  and  that  the  honors 
of  the  controversy  fell  upon  him. 

Before  the  publication  of  his  "Letters  from  Italy,"  and 
the  book  in  answer  to  Barretti,  Sharp  had  made  important 
contributions  to  the  professional  literature  of  his  day.  His 
tirst  book  was  issued  in  1739,  and  was  undoubtedh'  the  out- 
come of  his  series  of  lectures  to  navy  surgeons  already  re- 
ferred to.  It  was  entitled  "A  Treatise  on  the  Operations  of 
Surgery,  Avith  a  Description  of  the  Instruments  Used  in  Per- 
forming Them  :  To  which  is  Prefixed  an  Introduction  on  the 
Nature  and  Treatment  of  AA'ounds.  Abscesses  and  Ulcers.'* 
He  dedicated  his  work  to  AVilliam  Cheselden.  his  teacher  and 
friend,  as  follows:  "As  I  am  chiefly  indebted  to  the  advant- 
age of  an  education  under  3'ou,  for  whatever  knowledge  I  can 
pretend  to  surgery.  1  could  not  in  the  least  hesitate  to  whom 
I  should  dedicate  this  treatise :  though  was  it  my  misfortune 
to  be  a  stranger  to  your  person,  that  merit  which  has  made 
the  world  so  long  esteem  you  the  ornament  of  your  profes- 
sion, would  alone  have  induced  me  to  show  this  mark  of  my 
respect,  which  I  hope  will  not  be  unacceptaljle." 

In  his  preface  he  says:  "  It  has  been  very  much  my  en- 
deavor to  make  this  treatise  short:  and  tliercfoic  I  have  given 
no  histories  of  cases,  ])ut  where  the  untommonness  of  the 
doctrine  made  it  proper  to  illustrate  it  with  fact,  and  tliese  I 
have  recited  in  the  most  concise  mainuT  I  was  able.  On  this 
account,  too,  I  think  I  have  not  attemj^ted  to  ex[)lode  any 
jiractice  which  is  already  in  disrepute.*"  In  following  out  this 
l)lan  of  limiting  himself  to  the  statement,  in  as  few  words  as 
possible,  (if  I  lie  "  disl  iiigiii^iiinL''  appearances"  (»f  surgical 
diseases,  ;ind  the  methods  of  treatnuMit  which  he  approved, 
he  gave  to   tlie   profession    a    most   acceptable   treatise.      The 
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first  edition  of  1739  was  followed  by  a  second  in  1740,  and  in 
1782  there  bad  been  ten  English  editions,  and  one  in  French, 
in  1741. 

Sharp's  next  literary  undertaking  was  his  "Critical  En- 
quiry into  the  Present  State  of  Surgery."  He  published 
this  in  1750,  soon  after  his  visit  to  Paris  in  1749.  In  this 
work  he  says  in  the  preface,  "I  have  only  considered  either 
such  doctrines  which,  though  generallv  received,  are  in  mv 
opinion  ill-grounded,  or  such  improvements  as  are  yet  little 
known."  In  this  "  Enquiry,"  there  are  over  three  hundred 
pages  of  ''  criticisms  "  on  the  surgical  practices  of  the  time, 
particularly  of  the  Parisian  surgeons,  together  with  state- 
ments of  his  own  conclusions  and  methods.  This  book,  like 
the  previous  one,  was  concisely  and  clearly  written,  and  was 
well-received,  both  by  the  English  and  the  continental  pro- 
fession. It  passed  through  four  English  editions  up  to  17H1, 
and  translations  of  it  were  made  into  French,  in  1751,  into 
Spanish,  in  1753,  into  German,  in  1756,  and  into  Italian,  in 
1774. 

Besides  these  works  on  general  surgery  there  were  pub- 
lished three  papers  which  Sharp  read  before  the  Royal  So- 
ciety of  London.  The  first  one  was  very  brief,  and  was  on 
"  Experiments  Concerning  the  use  of  Agaric  of  Oak  in  Stop- 
ping of  Hitmorrhage,"  and  was  read  December  14,  1752.  and 
published  in  the  Philosophical  Transactions,  Volume  XLVIII, 
Part  II,  for  the  year  1754  (London,  1755,  page  588).  The 
second  paper  was  also  brief  and  was  read  before  the  Eoyal 
Society  on  April  12,  1753,  and  was  entitled  "A  Description 
of  a  New  Method  of  0[)ening  the  Cornea,  in  Order  to  Extract 
the  Crystalline  Humor."  It  was  published  in  Volume 
XLVIII,  Part  I,  for  1753,  of  the  Philosophical  Transactions, 
London,  1754,  page  161.  On  November  22,  1753,  he  read 
another  paper  before  the  same  body  on  the  same  subject 
entitled,  "A  Second  Account  of  the  New  Method  of  Opening 
the  Cornea,  for  Taking  away  the  Cataract."  This  was  also 
published  in  Part  I,  of  the  same  volume,  page  322. 

Sharp,  it  appears,  did  not  practice  long  after  his  return 
from  Italy  in  1767,  but,  having  acquired  a  large  fortune  by 
his  profession,  and  being  a  chronic  invalid,  retired  at  about 
that  time  or  perhaps  soon  afterward.     He  lived,  however,  to 
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au   advanced  age,   dying  on  March    24,  1778,    nearly   eighty 
years  old. 

Not  only  was  Sharp  recognized  as  a  great  and  skillful 
general  surgeon,  but  he  took  highest  rank  as  an  ophthalmic 
surgeon.  His  services  were  sought  by  all  classes  afflicted  with 
diseases  of  the  eyes.  The  celebrated  Dr.  SamuelJohnson,  of 
his  time,  typities  the  confidence  that  was  thus  reposed  in  him. 
His  friend,  Mrs.  Anna  Williams,  had  cataracts,  and  at  his  re- 
quest Miss  Hawkins  took  her  to  Sharp  (in  1751)  who  had 
said  he  "  would  couch  her  gratis,  if  the  cataract  was  ripe; 
but  u])on  making  the  experiment  it  was  found  otherwise  and 
that  the  crystalline  humor  was  not  sufficiently  inspissated  for 
the  needle  to  take  effect"  (Foot-note  to  page  74,  Boswell's 
Life  of  Johnson,  by  Croker).  Again,  in  a  letter  dated 
October  18,  1760  (same  work,  page  121),  Johnson  says:  "I 
am  very  solicitous  for  the  preservation  or  curing  of  Mr, 
Langton's  sight,  and  am  glad  that  the  chirurgeon  at  Coventry 
gives  him  so  much  hope.  Mr.  Sharp  is  of  the  opinion  that 
the  tedious  maturation  of  the  cataract  is  a  vulgar  error." 

In  taking  special  notice  of  Sharp's  contributions  to  oph- 
thalmology, we  find  that  they  were  not  numerous,  but  that 
they  were  important  as  bearing  upon  the  opinions  and  prac- 
tices of  the  time,  especially  those  pertaining  to  the  extraction 
of  cataract.  The  true  nature  of  cataract  had  become  gener- 
ally recognized  long  before  Sharj)  began  his  role  as  an  author. 
This  knowledge,  however,  had  not  changed  its  treatment, 
and  couching  was  still  accepted  as  the  standard  operation 
when  he  wrote  his  "Operations  of  Surgery."  This  operation 
he  himself  practiced  and  described,  and  he  offered  some 
suggestions  as  to  iiow  it  might  be  improved.  The  chapter 
embodying  this  description  also  gives  the  symptoms,  diag- 
nosis and  varieties  of  cataract,  clearly,  and  for  the  most  part 
accurately,  excepting  that  he  said  that  "the  glaucoma  was  no 
other  disease  than  cataract."  He  took  cognizance  of  the 
complications  nud  sc(|uela'  that  followed  the  oi)eration.  and 
among  them  the  closure  or  ol)scuration  of  the  i)Ui)il.  lie  had 
become  familiar  with  the  operation  for  making  an  nrtiticial 
pupil  in  such  cases,  as  practiced  by  his  master,  Clieselden, 
and  as  described  and  published  by  tiie  latter  in  the  I'hilos- 
ophicMl   Transa<'tioMs.    \'ol.  XXXV.  1728,  page  l')l.      In  his 
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"0[)erations  of  Surgery,"  Sharp  gives  an  entire  short  chapter 
to  "Cutting  the  Iris,"  and  details  Cheselden's  operation, 
adding  such  improvements  as  he  had  devised.  He  notes  the 
conditions  in  which  the  operation  "may  be  of  some  service," 
and  says  that  one  is  "when  the  cataract  is  from  its  adhesions 
immovable;  and  the  other  when  the  pupil  of  the  eye  is 
totally  closed  up  by  a  disorder  of  the  muscuhir  fibres  of  the 
iris,  which,  gradually  contracting  the  orifice,  at  least  leaves 
the  membrane  quite  imperforate."  In  doing  the  operation, 
he  seated  the  patient  in  the  same  way  as  for  couching,  and 
used  a  knife  resembling  a  narrow  lancet,  with  two  edges. 
This  knife  being  introduced  "in  the  same  part  of  the 
conjunctiva  you  would  in  couching,  insinuate  it,  with  its 
blade  held  horizontally  and  the  back  toward  you,  between 
the  ligamentum  ciliare  and  circumference  of  the  iris,  into 
the  anterior  chamber  of  the  eye ;  and  after  it  is  advanced 
to  the  further  side  of  it,  make  your  incision  quite  through 
the  membrane;  and  if  the  operation  succeeds,  it  will,  upon 
wounding,  fly  open,  and  appear  a  large  orifice,  though  not  so 
wide  as  it  becomes  afterwards.  The  place  to  be  opened  in 
the  iris  will  be  according  to  the  nature  of  the  disease :  if  the 
membrane  itself  be  only  affected  with  a  contraction,  the 
middle  part  of  it,  which  is  the  natural  situation  of  the  pupil, 
must  be  cut;  but  if  there  be  a  cataract,  the  incision  must  be 
made  above  or  below  the  cataract,  though  I  think  it  more 
eligible  to  do  it  above."  He  then  pointed  out  the  contra- 
indications for  the  operation,  and  the  dangers  that  frequently 
attend  it.  In  later  editions  of  his  "Operations"  he  said  that 
"since  it  has  been  discovered  by  the  extraction  of  the  crys- 
talline (lens)  that  a  large  wound  may  be  made  through  the 
cornea  without  any  bad  consequence,  I  should  imagine  this 
operation  would  be  much  improved  by  introducing  the  knife 
perpendicularly  through  the  cornea  and  iris,  and  cutting  both 
at  the  same  time,  so  that  the  incision  of  the  iris  should  be 
exactly  in  the  same  part  and  of  the  same  dimensions  as  by  the 
other  method." 

Thus  did  Sharp  endorse  and  popularize  his  master's  oper- 
ation for  artificial  pupil,  and  improve  upon  it,  and  thus  was 
strenghtened  and  made  more  secure  the  foundation  for  the 
modern  operations  of  iridotomy  and  iridectomy. 
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Another  condition  which  jittracted  the  close  attention  and 
judicious  consideration  of  Sharp  was  ''fistula  lachrymalis," 
It  was  a  disease  that  had  long  baflled  the  efforts  of  surgeons, 
and  he  set  himself  the  task  of  improving  upon  the  prevailing 
methods  of  treating  it.  His  "Operations''  contains  a  long 
chapter  on  the  subject,  and  after  reviewing  its  symptoms, 
"nature,"  and  the  usual  treatment,  he  suggests  the  discard- 
ing of  "fire"  (the  actual  cautery)  "  in  all  the  stages  of  it." 
He  treats  it  b}'  incising  the  abscess  or  "fistula,"  keeping  the 
sac  open  by  dossils  of  lint,  and  probing  the  nasal  duct, 
through  the  opening  into  the  sac,  at  each  dressing,  and  when 
the  suppuration  diminishes  sutficiently  he  allows  the  opening 
to  close  by  granulation,  and  by  using  gentle  pressure  over 
the  sac  by  means  of  a  special  instrument  which  he  devised 
for  the  purpose.  Wiien  the  bone  was  bare,  he  used  a  "per- 
forator," carrying  it  through  the  duct  well  "towards  the 
nose,"  and  then  treated  the  case  as  before,  by  dossils  of  lint, 
probing,  cleansing  and,  hiter,  compression.  This  treatment 
was  far  in  advance  of  that  by  the  cautery,  then  so  much  in 
vogue. 

In  1750,  when  he  brought  out  his  "Critical  Enquiry  into 
the  Present  State  of  Surgery,"  he  again  referred  to  fistula 
lachrymalis,  and  said  that  "an  ingenious  surgeon,"  Monsieur 
De  la  Forest,  had  showed  him  when  in  Paris,  in  1749,  "a  now 
way  by  which  he  declares  he  had  cured  several  fistuhv?  hichrv- 
males  without  making  an  incision  into  the  saccus  lachrymalis." 
This  consisted  in  making  injections  upward  through  a  canuhi 
passed  from  the  nostril  through  the  nasal  duct  into  the  sac, 
or  by  means  of  a  syringe  alone.  Sharp  found  the  method 
dillicult  to  execute. 

The  next  ophthalmic  contributions  by  Shar})  were  the 
two  papers  already  referred  to  which  ho  road  before  the 
Royal  Society  on  April  12  and  November  22,  17;')^^  respect- 
ively, and  pul)lishod  in  17.')4in  tiie  "Philosophical  Transac- 
tions," as  above  stated.  These  papers  wore  on  "A  Now 
Method  of  Opening  the  Cornea"  in  t  lio  ('xtraction  of  catarMot. 
and  in  the  history  of  the  operation  of  extraction  of  cataract 
iiave  an  importance  second  only  to  the  immortal  "invention" 
of  Daviel,  the  originator  of  the  modern  t>|>erat ion.  Although 
they    were    road    in    17.").'?,    tliev    wore    not    i)ul>lislie(i   till    the 
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following  year.     Their  subject  wiis  new  among  surgeons,  and 
made  a  profound  impression.     Daviel's  operation  was  being- 
discussed  with  much  warmth  in  France,   but    had    received 
little  attention  in  England.     Sharp  was  always  abreast  of  his 
time,  and  as  a  member   of  the   Parisian  Royal  Academy  of 
Surgery,  and  as   a  personal   friend  of  Monsieur  Morand,  its 
perpetual  secretary,  he  very  likely   knew  in   the  main  what 
was  taking  place  in  that  progressive  body.     Daviel's  memoir, 
according  to  the  custom,   had   been  read  twice   before  the 
Academy,  once  on  April  13,  and  again  on  November  16,  1752, 
and  de  la  Faye,  a  distinguished  French  surgeon  and  a  member 
of  the  Academy,  had  also  during  the  winter  of  1752-3,  soon 
after  Daviel  read  his    paper    the    second    time,  presented   a 
knife  which  he  proposed  to  substitute  for  Daviel's  triangular 
knives  and  scissors  in  making  the  corneal  incision  in  the  op- 
eration of  extraction  of  cataract.     Daviel's  memoir  was  pub- 
lished in  abstract,  at  the  time  it  was  read,  in  the  Mercure  de 
France,  but  de  la  Faye's  suggestion  was  not  made  public  till 
late  in  1753  or  early  in  1754,  when  Tome  II  of  the  "Memoires 
de  r Academic  de  Chirurgie  Royale"  was  published,  and  was 
included  in  his  memoir  on  extraction  of  cataract,  and  must 
have  been  after  both  of  Sharp's  papers  had  been  read  before 
the  Royal  Society  of  London.     While,  therefore,  de  la  Faye, 
in  November,  1752,  had  publicly  described  a  single  knife  for 
making  the  corneal  incision,  he  had  not  then  used  the  instru- 
ment on  the  living  subject,  and  did  not  do  so,  as  he  himself 
says,  until  June  11,  1753,  wjien  he  "performed  this  operation 
on  six  persons"      (See  de  la  Faye's  Memoir  in  Tome  II  of 
"Memoires  de  I'Acadeniie  de  Chirurgie  Roj-ale,"  page  563). 
It  is  barely  possible  that  Sharp  knew  something  about  de  la 
Faye's  knife   through  Morand,    with  whom  he  held  corres- 
pondence,  but  this  is  made  doubtful  by  the  fact  that  in  his 
second  paper  before  the  Royal   Society  (Nov.  22,  1753)  he 
says  that  Daviel  "^s*  tJie  only  writer  icJio  has  treated  the  subject 
(extraction  of  cataract),   at  least  tliat  1  am  acquainted  with. 
I  therefore  flatter  myself  that  this  attempt  to   improve  upon 
what  he  has  laid  down  will  not  be  construed  as  a  reflection  on 
him    or  his  practice.     For,    however  his   invention   may   l)e 
perfected  l)y  others,  in  my  opinion,  it  is  still   to   him,  princi- 
pally, that  the  world  will  be  indebted  for  the  benefit  of  the 
discovery." 
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The  knife  which  de  hi  Fiiye  had  presented  to  the  Academy 
was,  as  he  says,  "a  species  of  small  bistoury,  fixed  in  its 
handle,  its  blade  very  thin,  a  little  convex  on  its  flat,  and 
twenty  to  twenty-one  lines  long  and  two  lines  wide  at  its 
o:reatest  width.  It  is  edged  only  on  one  side,  except  at  its 
point  where  the  back  is  also  edged,   but  only  for  about  two 


Fig.  t.— The  knife  of  de  la  Fave.    The  upiier  line  shows  tlu-  ■•couvtxUy"   of  the 
blade  on  its  ilat.    From  Menioires  de  I'Acad.  de  Chir.,  17.5:-!.  tome  II. 

lines.  The  point  and  the  whole  edge  have  the  tineness  of  the 
point  and  edge  of  a  lancet.  *  *  *  ^\^q  handle  is  three 
inches  and  nine  lines  long  by  four  lines  in  diameter."  "The 
blade  is  slightly  curved  on  its  flat  so  as  to  keep  the  point 
away  from  the  iris  in  traversing  the  anterior  chamber" 
(See  Fig.  1). 


Fi<;,  '-'.—Sharp's  knife.     From  oripinal  eiit  accompanying  his  first  paper. 

The  knife  of  Sharp  had  no  resemblance  to  that  of  de  la 
Faye.  It  was  "a  small  knife  a  little  larger  than  an  iris  knife" 
(Critical  Enquiry,  third  edition,  page  2r>2).  It  was  straight 
on  its  flat,  somewhat  convex  on  its  back,  slightly  concave  on 
its  edge,  a  little  less  than  an  inch  lonir,  and  at    its   heel  about 


Flo.  :<.— Another   illustration   of   Sharp's   knife.     From   tome   II   of   Mfinoires  de 
PArad    de  Chir.  Koyale,  MhA. 

one-eijrhth  to  oiic-sixth  of  an  inch  with".  tM|)erinij  irradiialU 
to  a  line  point.  It  is  figured  in  Sharp'-  lirst  paper  (Fig.  2) 
and  also  in  Tonu'  11  of  "Mt-iiioircs  de  IVcadt'inic  de  C'hirurgie 
Koyale,"  17.'»;),  in  connection  with  a  figure  of  the  knife  of 
<le  la  Faye    (Fig.  .'5).      Sharp  tii'>t  used  his   knife  on  .Vpiil  7. 
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1753,  and  before  June  11,  1753,  when  de  la  Faye  first  used 
his  on  the  living  subject,  he  had  made  seven  extractions 
with  it.  Previous  to  Sharp's  first  operations,  no  other  sur- 
geon had  used  a  single  knife  for  the  same  purpose,  although 
it  was  not  long  afterward  when,  besides  de  la  Faye,  Poyet,  a 
young  Parisian  surgeon,  offered  one  (Fig.  4)  which  had  little 
to  commend  it,  and  which  was  never  adopted  by  other  sur- 
geons (Memoires  de  I'Academie  de  Chirurgie  Roy  ale,  Tome 
II,  page  353).  While,  therefore,  the  priority  of  suggestion 
may  be  claimed  to  belong  to  de  la  Faye,  the  priority  of  use 
incontrovertably  rests  with  Sharp.  He  had,  as  he  says, 
"used  the  scissors  as  Mons.  Daviel  directs"  (second  paper, 
Phil.  Trans.,  Vol.  XLVIII,  page  327).  He  experienced  the 
inconveniences  of  Daviel's  multiplicity  of  instruments.  His 
originality  and  mechanical  turn  of  mind  led  him  to  devise  a 
remedy,  and  his  knife  and  his  operation,  both  of  great  per- 
fection, were  the  result. 


Fig.  4.— Poyet's  knife.    From  MOmoires  de  I'Acad.  de  Chir.,  175.^,  tome  II. 

The  first  paper  of  Sharp  on  opening  the  cornea  was  very 
short,  and  is  worthy  of  further  record  at  this  time.  As 
originally  published  in  the  Philosophical  Transactions  (Vol. 
XLVIII,  page  161),  it  was  as  follows: 

'•The  operation  of  discharging  the  crystalline  humor  from 
the  eye,  for  the  cure  of  that  species  of  blindness  called  a 
cataract,  was  a  few  years  since  invented  by  M.  Daviel,  who 
has  performed  it  on  great  numbers  of  patients,  and  continues 
still  to  practice  it  with  remarkable  success,  as  I  have  lately 
learned  from  unquestionable  authority  (M.  Moraud,  per- 
petual secretary  of  the  Academy  of  Surgery  at  Paris). 
Supposing  it  therefore  admitted,  that  the  extraction  of  the 
crystalline  humor  has  been  found  by  experience  to  be  a  use- 
ful method  of  cure,  I  here  take  the  liberty  of  laying  before 
the  Society  a  new  manner  of  making  the  incision  of  the  cor- 
nea, by  which,  I  flatter  myself,  M.  Daviel's  operation  will  be 
very  much  shortened,  the  patient  will  suffer  less  pain,  and 
every  skillful  operator  will  be  equal  to  the  undertaking. 

"Place  the  patient  in  the  same  situation  as  for  couching. 
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either  opening  the  eyelids  with  your  forefinger  and  thumb, 
or  letting  an  assistant  raise  the  upper  eyelid,  while  you  your- 
self keep  down  the  under  eyelid.  Then,  with  a  small  knife, 
the  figure  of  which  is  here  represented  (Fig.  2),  holding  its 
edge  downwards,  make  a  puncture  through  the  cornea  near 
its  circumference  into  the  anterior  chamber  of  the  eye,  in 
such  a  direction,  as  to  carry  it  horizontally,  and  opposite  to 
the  transverse  diameter  of  the  pupil:  after  which  you  are  to 
pass  it  towards  the  nose,  through  the  cornea  from  within 
outwards,  as  near  to  its  circumference  as  in  the  first  puncture. 

"When  3'ou  have  made  the  second  puncture,  push  the 
extremity  of  the  blade  one-seventh  of  an  inch  beyond  the 
surface  of  the  cornea,  and  immediately  cut  the  cornea  down- 
wards, drawing  the  knife  towards  you  as  j^ou  make  the  incis- 
ion. After  this,  you  press  gently  with  your  thumb  against 
the  inferior  part  of  the  globe  of  the  eye,  in  order  to  expel 
the  cataract,  and  the  operation  finishes,  according  to  the  dif- 
ferent circumstances,  as  in  the  manner  proposed  by  M.  Daviel. 

"One  extraordinar}'  benefit  seems  to  arise  from  the  use 
of  this  single  instrument,  and  perhaps  from  the  shape  of  its 
blade,  which  increases  in  breadth  all  the  way  towards  the 
handle;  for,  by  this  means,  the  punctures  are  so  exactly 
filled  up  by  the  blade,  that  very  little  of  the  aqueous  humor 
is  discharged  before  you  begin  to  make  the  incision,  and  con- 
sequently during  this  time,  the  cornea  preserves  its  convexity  ; 
whereas  by  using  one  instrument  to  i)uncture,  and  others  to 
dilate,  the  cornea  immediately  becomes  flaccid,  upon  the  issue 
of  the  aqueous  humor,  and  renders  the  operation  tedious  and 
embarassing,  as  I  myself  have  found  by  experience  in  one 
patient,  on  whom  I  performed  the  incision  of  the  cornea  with 
a  pair  of  scissors,  as  recommended  by  M.  Daviel." 

This  contribution  needs  no  comment.  It  is  one  which 
not  only  exemplifies  Sharp's  incisive  and  comprehensive 
nuinner  of  expression,  l)ut  in  its  subject -matt  it  and  surgical 
procedure  is  an  epoch-making  document.  It  gives  recognition 
to  the  value  of  the  great  "discovery"  of  Daviel,  refers  to  its 
drawbacks,  and  describes  his  own  method  of  remedying  them. 
Ills  new  experience  was  slight.  l»iit  his  surgical  sense  and 
genius  had  elaborated  almost  a  modi'l  operation.  It  was  in 
fact,  even  in  its  l)eL'inninL''s.  tln'   s;inie    incision  as  is  made  to- 
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day,  being  directed  downward,  instead  of  upward,  as  Schweig- 
ger  and  others  still  prefer  to  do  in  many  cases. 

Sharp's  second  paper  is  a  continuation  and  augmentation 
of  the  first,  and  embodies  the  records  of  all  the  cases  upon 
which  he  had  operated  with  the  knife,  and  the  conclusions 
which  an  increased  experience  had  suggested  to  him.  As 
already  noted,  this  paper  was  read  November  22,  1753,  and 
up  to  this  time  he  had  undertaken  to  make  nineteen  ex- 
tractions. These  were  done  between  April  7  and  October  '2'2 
of  that  year.  After  listing  them  he  says:  "The  state  of 
the  success  stands  thus:  AC,  AD,  AF,  AG,  AL,  all  of  which 
had  the  operation  performed  on  both  eyes,  have  every  one  of 
them  recovered  the  sight  of  both  eyes,  to  as  great  a  perfec- 
tion as  can  be  supposed,  without  the  help  of  the  crystalline 
humor;  that  is,  they  can  read  and  write  with  proper  spec- 
tacles. The  first  of  them,  AC,  has  found  so  much  benefit, 
as  to  be  able  to  carry  on  the  exercise  of  his  profession,  that 
of  a  surgeon. 

"AH  sees  with  both  eyes,  but  not  so  well  as  the  other 
five.  I  have  just  now  an  account  from  the  surgeon,  who  has 
attended  her  (in  a  distant  country),  that  her  eyes  look  well 
and  her  sight  improves.* 

"AI,  another  patient  at  a  distance  from  London,  had  the 
operation  done  on  one  eye  only;  which  he  recovered,  as  my 
correspendent  informs  me,  so  as  to  see  tolerably  w^ell.  AM, 
on  one  eve  only,  with  wbich  he  already  sees  very  well.  AE 
had  it  performed  on  both ;  one  of  which  was  lost,  and  the 
other  recovered ;  but  continues  inflamed,  and  cannot  bear 
much  light.  AB  had  it  done  on  one  eye  only,  which  was  lost. 
*  *  *  The  ill  success  was  partly  owing  to  the  imperfec- 
tion of  mv  instrument,  a  disadvantage  that  must  frequently 
attend  on  the  execution  of  new  attempts.  It  was  the  first 
operation  I  performed,  and  I  had  provided  a  knife  with  so 
thiu  a  blade,  that,  after  I  had  passed  through  the  cornea  into 
the  anterior  chamber  of  the  eye,  the  point  was  so  blunted, 
that,  upon  endeavoring  to  carry  it  through  the  cornea  out 
on  the  other  side,  the  blade  bent,  and  I   was  apprehensive  it 

*  Some  weeks  after  this  paper  was  read,  Mr.  Sharp  received  an  account 
that  the  pupils  of  both  ejes  liad  latelv  contracted  so  much  as  hardly  to 
leave  room  for  the  admission  of  light,  and  it  was  apprehended  the  patient 
would  soon  become  blind. 
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might  break.  However,  withdrawing  it  a  little,  I  made  two 
or  three  efforts,  and  succeeded  in  the  incision,  and  the  re- 
moval of  the  cataract.  During  this  operation,  the  aqueous 
humor  being  discharged,  and  the  patient  struggling,  I  wounded 
the  iris,  which  bled  profusely,  and  continued  several  days  to 
discharge  a  great  quantity  of  blood  and  bloody  ichor:  and  it 
is  to  this  accident  that  I  am  inclined  to  impute  the  miscar- 
riage of  the  operation.*' 

In  the  case  of  AK,  there  was  "the  appearance  of  a  be- 
ginning cataract,  being  of  a  light  blue,  and  but  little  opaque." 
Sharp  attempted  to  extract  both  lenses  but  failed  in  each, 
even  after  cutting  through  the  capsule  with  the  point  of  his 
knife,  and  subsequently  passing  the  curette  "through  the 
pupil  and  turning  it  several  times  round  in  the  expectation  of 
breaking  the  capsula,"  but  without  "the  least  resistance.*' 
"Both  operations  proved  ineffectual,  the  circumstances  being 
exactly  the  same  in  each  eye."'  The  lenses  receded  into  the 
vitreous  humor,  and  much  of  the  latter  was  discharged. 

Thus  out  of  the  nineteen  eyes  operated  upon,  thirteen 
results  were  good,  two  were  questionable,  the  sight  at  tirst 
being  good,  but  deteriorating  later,  and  four  were  failures, 
one  of  these  following  an  accident  with  the  knife,  one  from 
inflammation,  and  two  from  inability  to  extract  the  lenses. 
Extraction  was  really  made  in  seventeen  eyes,  and  two  of 
these  were  lost.  In  a  new  field  like  this,  such  a  result  can 
but  be  looked  upon  as  a  great  surgical  triumph.  Sharp  op- 
erated without  fixing  the  eye,  without  any  form  of  speculum, 
and  delivered  the  lens  without  opening  the  capsule.  In  one 
case,  however,  AC,  the  lens  "from  mere  i)rcssurc  in  the 
operation,  burst  out  of  its  capsula,  which  I  left  in  the  eye; 
but  in  some  weeks  it  entirely  wasted."  In  his  first  operations 
he  delivered  the  lens  by  compressing  "the  inferior  part  of 
the  globe  of  the  eye  with  his  thumb  gently.*'  But  m)ticing 
that  some  force  was  re(|uired  to  expel  the  lens  and  that  "it 
sometimes  suddenly  drew  after  it  a  portion  of  the  vitreous 
hnniof.  I  rh;ingc(l  my  micIIkmI,  miuI  no  longer  pressed  llie  eye 
when  once  the  crystalline  was  in  the  anterior  chamber,  but 
imnietliately  stuck  the  point  of  my  knife  into  the  body 
of  it,  and  extracted  it  eontaiiud  in  its  (a|)suhi,  without 
spilling    any    of    the    \ilfeoii^    humor.       riii>    new  process,  I 
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suppose,  will  be  found  of  considerable  advantnge  as  it  will, 
in  a  great  measure,  remove  the  danger  of  evacuating  the 
whole  or  too  much  of  the  vitreous  humor;  though  it  may  be 
observed,  to  the  praise  of  this  operation,  that,  contrary  to 
expectation,  a  large  quantity  of  this  humor  (perhaps  a  third 
part  or  more)  has  sometimes  been  discharged  without  any  bad 
consequence."  This  new  procedure  would  also,  he  thought, 
do  away  with  the  ditHcult  and,  to  the  patient,  * 'fatiguing" 
method  of  Daviel  in  which  he  "advises  the  flap  of  the  cornea 
to  be  suspended  with  a  stnall  spatula,  then  with  a  pointed, 
cutting  needle  to  wound  the  surface  of  the  crystalline;  after 
which  to  introduce  the  same  spatula  through  the  pupil  in 
order  to  detach  the  cataract  from  the  iris,  and  then  proceed 
to  the  ex})ulsion."  Sharp  believed  it  better  to  remove  the 
capsule  with  the  lens,  although  not  absolutely  necessary. 
If  in  the  future  its  removal  should  be  found  necessary,  he 
thought  it  might  be  done  with  Daviel's  curette.  "This  in- 
strument may  also  be  used  for  the  extraction  of  a  cataract 
which  has  been  broken  to  pieces  by  the  couching  needle  in  a 
former  operation,"  as  well  as  for  detaching  adhesions  of  the 
iris  to  the  lens. 

In  regard  to  the  speculum,  he  said:  "1  should  not  be 
surprised  if  the  use  of  a  speculum  ocuJi  should  hereafter  be 
esteemed  an  improvement;  but  then  it  must  be  contrived  so 
as  that  it  shall  not  compress  the  globe  of  the  eye;  or,  if  it 
does,  the  operator  must  be  careful  to  remove  it  the  instant 
the  incision  is  making,  lest  b}^  continuing  the  pressure  after 
the  wound  is  made,  all  the  humors  should  suddenly  gush 
out." 

In  none  of  his  cases,  "either  during  the  operation  or  after 
the  operation,"  had  the  iris  "been  pushed  forwards,  or 
insinuated  itself  through  the  wound  of  the  cornea,  forming 
a  staphyloma,"  such  as  Daviel  had  met  with.  In  all  of 
Sharp's  cases  he  thought  there  was  inflammation.  He 
regarded  this  as  being  due  to  incision  of  the  cornea,  and 
contrasted  it  with  the  great  number  of  cases  of  couching  in 
which  there  was  neither  pain  nor  inflammation.  The  inflam- 
raation,  however,  in  his  extractions  was  not  always  severe, 
and  while  characterized  by  tenderness,  pain  was  generally 
absent,  even  when  there  was  swelling  of  the  lids  and  con- 
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jiinotiva.  ''None  suffered  very  much  in  particular,  except 
AE,  who  was  extremely  bad,  and  lost  the  eye  on  the  left 
side,  where  the  pain  was." 

Sliarp  was  not  oblivious  to  cases  of  cataract  which  were 
not  suitable  for  operation,  and  called  attention  to  the  "pos- 
sibility of  an  incomplete  gutta  serena  being  complicated  with 
cataract.  *  *  *  When  a  cataract  is  thus  circumstanced, 
the  operation  will  be  fruitless." 

After  thus  detailing  his  experience  and  adding  sugges- 
tions, he  says:  "I  presume  a  greater  number  of  operations 
will  prove  this  account  very  deficient ;  but  I  have  here  com- 
nmnicated  all  that  I  have  done,  and  all  that  I  know  on  the 
subject,  not  having  suppressed  one  experiment,  nor,  to  the 
best  of  .my  remembrance,  one  circumstance,  either  to  the 
honor  or  disgrace  of  the  operation." 

Sharp  not  only  showed  and  demonstrated  his  instrument 
at  home,  but  also  during  the  summer  of  1753  sent  one  to  his 
friend,  Morand,  at  Paris,  who  exhibited  it  to  the  Parisian  sur- 
geons interested  in  the  subject,  and  inserted  a  cut  of  it  in  the 
"Memoires"  of  the  Ro3'al  Academy  of  Surgery,  with  one 
of  de  la  Faye  (Fig.  3).  In  Paris  it  was  respectfully  re- 
ceived, and  his  device  and  experience  were  a  great  stimulus 
to  the  appreciative  minds  of  the  Frenchmen. 

In  1754,  when  the  third  edition  of  Sharp's  "  Critical  En- 
quiry "  was  called  for,  he  again  took  up  the  operation  of  ex- 
traction of  cataract,  and  set  apart  a  whole  chapter  to  the 
subject,  embodying  the  substance  of  his  previous  papers, 
with  such  additions  as  seemed  to  be  justified  by  his  continued 
exjicrience.  He  opens  the  chapter  by  stating  that  a  new 
method  of  treating  cataract  had  lately  been  attempted  by 
Daviel,  of  Paris,  which  had  been  attended  with  considerable 
success,  but  that  he  employed  a  great  number  of  instruments. 
"As,"  he  says,  "  his  method  seems  ca|)abU'  of  great  improvo- 
ment  1)V  l)eing  rendered  more  simple,  I  have  abridged  it,  and 
practiced  it  myself  upon  several  peoj)lc.'"  lie  then  proceeds 
to  describe  his  own  oj)eration,  and  the  tliflicultics  and  compli- 
cations attending  it.  In  some  respects  he  added  very  ma- 
terially to  what  he  published  in  his  papers  read  before  the 
Royal  Society.  His  furl  1m  r  experience  had  given  him  cU'arrr 
notions  both  of  the  niMMiicr  «»f  ijcrforniing  the  operation  antl 
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of  the  conditions  of  healing.  The  whole  chapter  merits  the 
attention  of  the  ophthalmological  historian,  but  the  following 
extracts  are  of  most  interest.  After  repeating  the  descrip- 
tion of  the  operation  substantially  as  given  in  his  first  paper, 
the  incision  being  placed  in  the  lower  half  of  the  cornea  at 
its  "circumference,"  he  says:  "This  wound  will  be  almost 
semi-lunar,  and  nearly  parallel  to  the  inferior  half  of  the  cir- 
cumference of  the  pupil,  so  that  the  cicatrix  will  obstruct  the 
light  but  very  little.  M.  Daviel  recommends  an  incision  of 
nearly  two-thirds  of  the  circumference  of  the  cornea,  but  I 
believe  what  I  mention  will  be  found  more  commodious,  and 
so  large  a  wound  as  he  directs  is  apt  to  give  issue  to  the 
vitreous  humor."  In  regard  to  the  escape  of  the  vitreous 
humor  and  its  management  he  suggests  that  "  it  might  be 
owing  to  a  convulsive  contraction  of  the  muscles  surrounding 
the  globe  of  the  eye  during  the  operation.  When  this  is  the 
case  the  surgeon  must  instantly  shut  the  eyelid  to  prevent 
the  total  evacuation  of  the  vitreous  humor,  and  at  the  same 
time  both  he  and  the  assistant  cease  to  press  upon  the  eye- 
lids. But  if  the  crystalline  (lens)  does  not  immediately  rush 
out  of  the  eye,  the  operator  must  press  gently  with  one  or 
two  fingers  against  the  inferior  part  of  the  globe,  till  the 
crystalline  advances  through  the  pupil  into  the  anterior 
chamber  from  whence  it  will  generally  fall  through  the  wound 
of  the  cornea  upon  the  cheek.  However,  should  it  not  read- 
ily fall  out  of  the  eye,  but  remain  lodged  in  the  anterior 
chamber,  I  would  advise  the  operator  not  to  press  the  eye 
in  order  to  expel  it,  but  immediately  to  stick  the  point  of 
the  knife  into  the  body  of  it,  and  extract  it  contained  in 
its  capsula."  He  laid  much  stress  on  this  maneuver  and 
enlarged  upon  the  benefits  to  be  derived  from  it,  as  in  his 
second  paper  before  the  Royal  Society.  Sharp  continued  to 
advise  the  removal  of  the  cataract  with  its  capsule,  but  if 
this  were  not  always  practicable,  he  believed  that  the  capsule 
"probably  will  waste;  for  in  milky  cataracts,  when  the  fluid 
is  discharged,  the  membrane  at  length  wastes."  Further  on, 
however,  he  modifies  this  statement  by  saying  "  that  probably 
one  cannot  always  certainly  judge  at  the  time  of  the  opera- 
tion, whether  it  (the  capsule)  be  taken  away  or  whether  it 
remain;   for  I  suppose  that  the  membrane  at  the  time  of  the 
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operation  may  be  transparent  and  afterwards  become  opaque, 
and  if  this  conjecture  be  well  grounded,  the  operator  will  not 
be  able  to  discern  it,  though  it  should  remain.  *  *  *  How- 
ever, it  is  a  matter  of  no  consequence,  whether  the  remaining 
capsule  be  discernable  or  not,  if  it  be  disposed  to  waste  after- 
wards, as  my  experience  hitherto  has  proved  it."  *  It  is  now 
known  that  Sharp  was  mistaken  in  this,  as  the  capsule  does 
not  absorb.  Sharp  further  argues  for  the  use  of  the  curette 
"  in  removing  the  capsule,"'  both  after  the  ordinary  extrac- 
tion, and  after  the  fluid  of  a  "bag-cataract"  has  been  dis- 
charged, and  also  in  "  detaching  the  crystalline  from  the  back 
of  the  iris,  when  any  portion  of  it  happens  to  adhere,  which 
circumstance  would  render  the  operation  fruitless  without 
such  a  precaution."  Again  the  curette  is  useful  in  "taking 
away  the  fragments  of  a  cataract  when  in  pieces." 

The  proper  length  of  the  corneal  incision  had  become  a 
matter  of  great  concern  in  Sharp's  later  experience.  "If  it 
be  too  large,"  he  says,  "all  the  humors  are  subject  to  be 
voided:  if  too  small,  the  aqueous  and  vitreous  will  rush  out 
upon  })ressure,  and  the  crystalline  will  remain  behind  *  *  * 
It  is,  therefore,  a  precaution  of  the  highest  importance  not 
to  exert  much  force  in  pressing  the  eye  after  you  discover 
that  the  incision  of  the  cornea  is  too  small,  but  in  that  case 
to  enlarge  the  wound  sufliciently  with  a  convenient  pair  of 
scissors,  and  then  proceed  to  the  expulsion  of  the  cataract. 
Could  we  safely  make  use  of  a  .speci'hnn  oriili,  perhaps  this 
ditficulty  in  making  a  proper  incision  of  the  cornea  might  be 
diminished;  and  I  am  inclined  to  lliink  thai  with  due  atten- 
tion it  might  be  employed;  but  then  it  must  be  contrived  so, 
as  that  it  shall  not  comjiress  the  globe  of  the  eye,"  repeating 
his  former  statement  in  regard  to  it.  Sjjcaking  further  of 
the  incision  he  says:  "A  man  that  |)raclices  the  oi)eratioii  on 
a  dead  l)ody  will  wonder  at  the  difliculty  1  have  sujiposed  in 
making  this  incision:  but  when  an  eye  is  in  a  convulsive 
motion,  and  the  eyelids  are  almost  shut,  as  it  often  happens 
in  the  operation,  the  case  is  very  different.  The  most  mater- 
ial instruction  I  can  give  on  this  head  is  to  make  the  first 
jiimcliirc  through  the  cornea  with  quickiu'ss;  l)ecause  when 
your  knife  is  once  through  the  cornea,  it  gi\('s  you  some 
coimiiaiid  of  the  motion  of  the    vyv  :     but    if  you   attempt    to 
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penetrate  the  cornea  gentlv  and  gradually,  the  eye,  upon  the 
first  sensation  of  the  puncture,  will  suddenh^  retire  from  the 
knife,  and  the  operator  will  be  apt  to  carry  it  betwixt  the 
laminffi  of  the  cornea,  or  through  the  cornea  upon  the  iris, 
either  of  which  accidents  would  incommode,  if  not  defeat, 
the  operator." 

He  again  refers  to  accidents  and  sequehi*  and  repeats  that 
he  has  not  had  protrusion  of  the  iris  through  the  wound  as 
had  happened  with  Daviel  who  said  "it  may  easily  be  re- 
placed by  the  spatula."  "It  seldom  or  never  happens  that 
the  patient  escapes  an  inflammation  in  this  method  of  remov- 
ing the  cataract."  Here,  probably,  Sharp  mistook  the  reac- 
tion which  normally  follows  an  operative  traumatism  for  an 
undesirable  pathological  process.  In  some  of  his  cases,  how- 
ever, the  inflammation  undoubtedly  exceeded  the  "normal" 
limits.  In  his  opinion,  "there  is  oue  great  evil  to  be  appre- 
hended from  a  violent  and  tedious  ophthalmy  after  this 
operation,  and  that  is,  an  inflammation  of  the  iris,  which  I 
have  seen  in  two  patients  bring  on  such  a  contraction  of  the 
pupil,  as  in  time  to  close  it,  and  have  no  passage  for  the  ad- 
mission of  hght.  Some  alteration  in  the  shape  of  the  pupil 
after  this  operation  is  exceedingly  common;  but  the  mere 
loss  of  its  circular  form  is  no  impediment  to  the  sight.  This 
change  of  figure  in  the  pupil  is  supposed  to  be  owing,  either 
to  its  sudden  dilation  from  the  rapid  motion  of  the  cataract, 
when  expelled,  or  to  some  violence  done  to  it  by  the  knife 
during  the  operation ;  but  it  is  not  improbable  that  the 
inflammation  of  the  iris  may  also  sometimes  produce  this 
effect." 

Thus  did  Sharp,  conscious  of  the  advantage  of  the  ex- 
traction of  the  cataractous  lens  from  the  eye,  and  appreci- 
ating the  value  of  the  essential  principles  of  Daviel's  method, 
ofive  to  the  world  with  the  utmost  candor  and  humilitv  the 
facts  and  results  of  his  experience  in  a  new  field  of  surgery. 
He  had  established  a  great  improvement  on  the  benificent 
"discovery"  of  Daviel.  Through  the  Philosophical  Trans- 
actions and  his  "Critical  Enquiry"  it  was  promulgated  to  the 
English  speaking  world,  and  through  Morand  it  was  made 
known  to  France.  The  greatest  interest  pervaded  profes- 
sional circles  both  in  England  and  on  the  continent,  and  im- 
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mediately  did  the  strife  begin  to  invent  a  knife  of  best  form 
and  size  with  which  to  incise  the  cornea,  and  to  take  the 
place  of  Daviel's  "needles"  and  scissors.  After  Sharp  and 
de  la  Faye's  knives,  came  those  of  Poyet  ( 1753).  la  Haye 
(1755),  Berenger  (1756),  Tenon  (1757)  and  Pamard  (1759), 
in  France,  and  of  Warner  (1754)  in  England,  and  Thomas 
Young  (1756)  in  Scotland.  Heated  discussions  arose  re- 
garding the  comparative  value  of  the  different  methods  of 
extraction  and  of  the  instruments  used,  and  also  over  the 
question  as  to  whether  couching  or  extraction  yielded  the 
best  results.  The  controversy  regarding  instrumentation  is 
not  closed  yet.  But  the  o})eration  of  extraction  long  ago 
took  the  supremacy,  and  in  its  simplest  form  it  had  its  begin- 
ning with  Samuel  Sharp,  the  London  surgeon.  In  the 
capacity  of  originator  he  stands  but  little  below  the  immortal 
Daviel  himself.  With  an  insight,  genius  and  skill  seldom  if 
ever  surpassed,  he  took  Daviel's  gift,  and  without  other 
guide  or  compass,  brought  the  operation  of  extraction,  even 
in  the  face  of  inherent  obstacles  and  difficulties,  to  a  perfec- 
tion which  challenges  the  most  profound  admiration.  He 
used  the  sinorle  knife,  the  form  of  which  was  such  as  mioht 
be  successfully  used  to-day,  his  corneal  incision  was  in  ac- 
cordance with  the  best  notions  of  the  most  skillful  operators 
of  the  present  time,  except  that  it  was  downward  instead  of 
upward ;  he  did  not  excise  a  portion  of  the  iris,  and  he 
endeavored  to  remove  the  lens  in  its  capsule,  a  desideratum 
still  desired  by  many.  He  foresaw  the  needs  of  the  o[)er- 
ation,  and  hinted  at  improvements  which  have  since  l)een 
adopted.  He  was  mistaken  in  a  few  things,  but  for  the  most 
part  he  was  right.  He  pro\od  himself  a  great  leader,  and. 
figuratively  speaking,  he  took  Daviel  by  the  hand  and  cham- 
pioned a  cause  which  secured  one  of  the  greatest  triumphs  of 
modern  surgery. 

Such,  then,  is  something  of  the  life  and  work  of  one  of 
England's  greatest  surgeons.  In  brief,  he  had  great  origin- 
ality, clear  insight,  and  his  nu)ral  character  was  nnimi)eaeh- 
able.  His  writings  were  eharaeterized  by  clearness,  brevity 
and  simplicity,  u  Htyle  which  England  lacked  at  that  time. 
He  was  an  enemy  to  the  mania  foi*  authority,  and  was  hostile 
to  routine.  His  originality,  independence  and  mechanical 
talent  left  their  impress  on   all    he  saitl  or   did.      There  were 
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few  surgical  diseases  on  which  he  did  not  put  forward  new 
ideas,  and  in  none  did  he  effect  such  great  advancement  as  in 
cataract  and  its  treatment.  Few,  also,  were  the  operations 
whose  instruments  or  procedure  he  did  not  improve.  Sir 
James  Paget  said:  "He  was  a  thoroughly  informed  surgeon, 
well-read,  observant,  judicious,  a  lover  of  simplicity,  wisely 
doubtful.  I  think,  too,  he  must  have  been  an  eminently  safe 
man,  who  might  be  relied  on  for  knowledge  or  doing  what- 
ever, in  his  time,  could  be  known  or  done  for  the  good  of  his 
patients.  In  this  view,  I  believe  he  was  as  good  a  surgeon 
as  Hunter"  (Paget's  Hunterion  oration,  1877).  D'Arcy 
Power  (National  Biography)  says  that  while  his  works  contain 
nothing  that  can  justly  be  be  called  pathology,  or  the  princi- 
ples of  surgery,  nor  any  sign  of  a  really  scientific  method  of 
study,  yet  they  are  replete  with  practice  and  practical  pro- 
cedures. With  Cheselden  as  his  master,  Warner  as  his 
immediate  pupil,  and  Hunter  as  his  "pupil  by  tradition," 
Sharp  becomes  interesting  as  the  connecting  link  between 
the  old  and  modern  surgery. 

Very  justly  is  Sharp  thus  highly  esteemed  as  a  surgeon. 
But  none  the  less  justly  may  ophthalmologists  claim  him  as 
one  of  their  most  learned  and  progressive  pioneers,  and  as 
one  of  the  most  brilliant  ornaments  to  ophthalmic  surgery. 
It  is  fitting,  therefore,  that  his  life  and  work  be  recalled 
and  a  registry  made  of  them  in  the  present-day  annals  of 
ophthalmology. 


NOTICE. 

At  the  meeting  of  the  American  Academy  of  Opthalmol- 
ogy  and  Oto-Laryngology  held  at  Denver,  Aug.  24th  to  26th, 
1904,  the  following  oflicers  were  elected  for  ensuing  year: 

President,  Dr.  H.  W.  Loeb,  St.  Louis. 

First  Vice-President,  Dr.  D.  T.  Vail,  Cincinnati. 

Second  Vice-President,  Dr.  R.  Levy,  Denver. 

Third  Vice-President,  Dr.  E.  Smith,  Detroit. 

Secretary,  Dr.  G.  F.  Surer,  Akron. 

Treasurer,  Dr.  O.  J.  Stein. 

Council:  Dr.  H.  W.  Loeb;  Dr.  E.  Jackson,  Denver; 
Dr.  W.  L.  Ballenger,  Chicago;  Dr.  C.  A.  Wood,  Chicago, 
and  Dr.  M.  J.  Rav,  Louisville. 
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HAEMORRHAGE   FROM    LACRIMAL  DUCT  FOLLOW- 
ING REMOVAL   OF  STYLE.* 
bt  j.  c.  buckwalter,  m.d. 

ST.  LOUIS,  MO. 

THE  following  history  was  given  me  by  the  patient :  — 
February,  1895,  Mr.  G.  W.  C,  age  39,  weight  21U, 
suffered  with  a  bad  cold  in  the  head  at  which  time  the  right 
eye  teared.  After  eight  weeks  of  tearing  the  eye  became 
ulcerated,  the  cornea  mottled  and  vision  very  poor.  The 
ulcer  was  treated  six  weeks  by  Dr.  M.,  Chicago,  with  no 
perceptible  benefit.  Dr.  B.  was  then  consulted  and  treated 
the  eye  four  months.  Dr.  B.  probed  the  hicrimal  duct  and 
lessened  the  tearing  for  a  time,  but  the  treatment  did  not 
improve  the  corneal  lesion. 

Several  months  elapsed  without  treatment  until  Dr.  F. 
was  consulted  in  February,  189li.  By  the  application  of  a 
Spanish  flv  blister  Dr.  F.  gave  almost  immediate  relief  to  the 
eye,  and  in  seven  weeks  the  eye  was  well.  No  treatment 
had  been  directed  to  the  tear  duct,  and  it  was  worse. 

In  July,  1897,  Dr.  H.  was  consulted  in  regard  to  the 
increasing  epiphora.  The  treatment  instituted  consisted  of 
probing  and  .syringing.  After  persisting  in  this  mode  of 
treatment  some  time  there  was  no  noticeable  improvement  in 
the  tearing.  At  this  juncture  there  appeared  for  the  first 
time  a  slight  swelling  at  the  inner  corner  of  the  right  eye. 
By  pressing  the  lacrimal  sac  a  yellow  secretion  was  forced  out. 
At  this  time  the  lower  canaliculus  was  slit,  probing  and 
syringing  was  continued  at  intervals  for  some  time  with  very 
little  improvement.  Finally  a  silver  style  was  introduced 
into  the  duct.  This  was  removed  and  cleansed  at  intervals 
for  some  weeks,  until  the  doctor  left  the  city  on  a  vacation 
for  a  month.  During  the  doctor's  absence  the  i)atient 
received  no  treatment. 

After  the  lapse  of  one  mouth  the  patient  returned  for 
treatment.  The  style  was  sought  for  but  could  not  be  lo- 
cated at  first.  Finaih  it  was  found  imbedded  intlic  thict  far 
down.  Several  attempts  were  made  for  the  removal  from 
above  downward,   and  considerable   force    was    used    during 

•Head  at  the  Mh  meptin^  of  The  Ainericiiin  Academy  of  Oplithalmologj' 

and  ()l(»-Lar\no;(»l();;y  held  \\\  DtMuer,  Auj;.  '1\X\\  to  '26th,  1904. 


Hannorrliage  from  Lacrimal  Duct.  317 

these  attempts.  The  parts  were  lacerated  and  the  oedema 
following  the  manipulations  was  marked  for  several  days, 
causing  the  patient  to  keep  close  to  his  office.  During  the 
following  three  months  the  patient  kept  away  from  the  doctor. 
On  his  return  for  treatment  the  weather  was  severe,  so  Dr. 
H.  advised  waiting. 

Not  u^til  June,  1898 — nearly  a  year  after  the  first  at- 
tempt— was  a  further  effort  made  for  its  extraction.  At  this 
sitting  fruitless  attempts  were  made  from  above  through  the 
lacrimal  duct,  and  from  below  through  the  nostril.  Two 
months  later  another  attempt  was  made,  but  to  no  avail. 
Dr.  H.  now  advised  to  leave  the  style  where  it  was;  that  it 
would  cause  no  trouble. 

The  patient  consulted  physicians  in  various  cities.  Many 
tried  to  convince  him  that  there  was  no  style  in  the  duct. 
Finally  an  X-ray  examination  was  made  and  the  operator 
located  the  style  in  the  lacrimo-nasal  duct.  No  attempt  was 
made  to  remove  it.  Later  a  physician  was  again  consulted 
and  another  X-ray  examination  made,  but  the  examiner  failed 
to  locate  the  style.  (The  X-rays  are  like  physicians — prone 
to  disagree). 

July,  1903 — six  years  after  the  style  had  disappeared — 
Mr.  G.  W.  C.  consulted  me  and  related  the  preceding  ac- 
count of  his  eye  affection.  Not  until  two  months  previous 
did  the  style  cause  any  marked  annoyance  and  discomfort, 
aside  from  the  increasing  epiphora,  and  accumulation  of 
muco-purulent  secretion  which  the  patient  was  compelled  to 
express  from  the  lacrimal  sac  several  times  daily.  About 
two  months  ago  the  patient  first  noticed  a  feeling  of  stuffiness 
and  frequent  occlusions  of  the  right  nostril;  at  the  same  time 
an  unusual  quantity  of  thick  yellowish  blood-stained  secretion 
was  deposited  on  the  handkerchief  at  each  expulsion. 

On  inspecting  the  right  nostril  I  found  the  mueoso  of  the 
inferior  turbinate  bone  congested,  particularly  the  anterior 
portion,  which  impinged  upon  the  septum.  After  thoroughly 
depleting  the  mucous  membrane  with  the  active  vascular 
constrictors,  cocaine  and  supra-renal  extract,  the  turgescence 
readily  subsided.  The  floor  of  the  nostril  and  inferior  meatus 
was  filled  with  mucoid  secretion  which  was  removed  with  a 
nasal  douche.     The  style  could  now  readily  be   felt    with  a 
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probe.  It  was  tinnh'  fixed  and  the  end  rested  on  the  floor  of 
the  inferior  meatus.  The  hicrimal  duct  seemed  stenosed,  it 
being  impossible  to  force  fluid  through  it  with  a  sjringe  or 
to  pass  a  probe. 

One  week  after  the  above  examination,  at  twelve  o'clock 
noon,  an  operation  was  made  in  the  right  nostril  for  the 
removal  of  the  style.  The  nostril  was  sterilized  as  thoroughly 
as  possible  b}'  means  of  an  antiseptic  douche.  It  was  antes- 
tetized  by  packing  with  pledgets  of  cotton  saturated  with  a 
four  per  cent,  cocaine  solution,  which  remained  in  the  nostril 
about  ten  minutes.  (I  have  on  several  occasions  noticed 
when  cocaine  solution  is  left  in  contact  with  a  mucous  mem- 
brane over  fifteen  minutes,  haemorrhage  during  an  operation 
is  usually  free).  After  removing  the  pledgets  of  cotton  the 
inferior  turbinate  body  was  swabbed  five  or  six  times  with 
supra-renal  extract  solution.  With  a  Holmes  inferior  turbin- 
ate saw,  the  anterior  portion  of  the  inferior  turbinate  bone 
was  sawed  through,  and  the  isthmus  of  tissue  cut  with  a 
Beckmann  scissors.  Some  bleeding  accompanied  the  opera- 
tion. On  delivering  the  severed  piece  of  tissue  with  an 
angular  forceps,  the  nostril  was  cleansed  with  a  saline  solu- 
tion and  the  st3'le,  which  had  been  loosened  when  sawing 
through  the  turbinate,  came  avvav  imbedded  in  a   blood  clot. 

Following  the  delivery  of  the  style  the  hfemorrhage  was 
fjuite  free,  more  than  is  usual  after  so  slight  an  operation. 
The  nostril  was  snugly  packed  with  strip  gauze  and  the 
bleeding  lessened.  The  patient  being  anxious  to  go  to  his 
office,  was  dismissed  with  instructions  to  use  an  ice  cold 
compress  to  the  bridge  of  the  nose,  the  side  of  the  face  and 
back  of  the  neck,  to  lie  down  and  keep  (juiet  and  to  take  five 
drops  of  adrenalin  solution  ever}'  twenty  minutes  in  case  of 
bleeding.  For  pain  or  haimorrhage,  I  also  ordercil  oiu'-liMlf 
grain  of  ccnleine  every  hour. 

About  three-quarters  of  :ni  hour  aClcr  K':i\  iiig  my  otHce 
the  pMtient  returned  witli  suflicicnt  ex  idcncc  t lial  his  n(»si'  had 
been  bleeding,  and  was  now  Ijleediiig  freely.  lie  had  used 
the  ice  compresses  as  directed,  MchciiMliiie  inleinali\'  and  a 
dose  of  codeine,  to  n(»  avail. 

I  immediately  withdrew  tlie  gauze  packing  from  the 
iMotril,   sprayed    it    with   supra-renal   solution,   dom-hed   with 
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ice  cold  water  and  with  hydrogen  peroxide  of  full  strength, 
bade  the  patient  lie  quietly,  placed  ice  cold  compresses  to  the 
nose,  face  and  nape  of  neck,  administered  by  mouth  twelve 
grains  of  supra-renal  extract  every  hour,  two  drops  of  vera- 
trum  viride  every  ten  minutes  (the  pulse  was  full  and  strong, 
75  beats  per  minute)  hypodermically,  one-half  grain  mor- 
phine and  one  one  hundred  and  fifties  atropine  ever  hour. 
In  spite  of  these  measures  the  bleeding  continued  unabated 
until  4  p.  M.  At  this  time  I  took  the  patient  home  in  a 
carriage.  We  reached  his  home  in  thirtv-five  minutes.  In 
transit  the  amount  of  haemorrhage  did  not  measure  more  than 
three  ounces,  and  when  we  reached  our  destination  the  bleed- 
ing stopped,  to  my  great  relief. 

Dr.  J.  A.  James  saw  the  case  during  the  active  bleeding. 
Dr.  M.  A.  Goldstein  saw  him  at  his  home  when  the  crisis 
had  passed. 

I  saved  as  much  of  the  blood  as  possible  in  order  to  know 
how  much  was  lost.  There  were  four  pans  full,  holding 
altogether  four  and  one-half  quarts,  not  to  mention  that 
which  was  caught  by  towels  and  deposited  in  the  cuspidor. 

Three  weeks  after  removing  the  style  dilation  of  the  lac- 
rimal duct  was  commenced,  and  after  three  months  treatment 
a  number  six  Bowman  probe  could  be  passed.  The  epiphora 
had  nearly  disappeared  when  the  patient  w^as  last  seen,  about 
four  months  ago. 

AVhile  the  arterial  and  venous  supply  to  this  particular 
part  of  the  lacrimal  duct  region  is  plentiful,  there  is  a  con- 
spicuous absence  of  vessels  of  importance.  There  is  a  pro- 
fusion of  veins  surrounding  the  lower  portion,  and  a  dense 
venus  plexus  extending  throughout  the  nasal  duct.  Notice 
will  be  taken  that  on  the  style  there  is  a  deposit.  This  for- 
eign substance  possibly  eroded  the  capillaries,  thereby  weak- 
ening their  contractile  power,  or  by  lacerating  the  small 
vessels  laterally — not  clearly  dividing  them — prevented  their 
contraction.  The  inflamed  condition  eventually  produced  in 
the  surrounding  tissue  by  this  foreign  body  demonstrates  that 
a  foreign  substance  is  prone  to  manifest  sooner  or  later  that 
it  is  alien  to  such  surroundings. 


ABSTRACTS  FROM  MEDICAL  LITERATURE. 


By  W.  a.  shoemaker,  M.D. 

ST.  LOUIS.  MO. 

MALPOSITION  OF  THE  HEAD  (TORTICOLLIS.  CANTED  OR  TILTED 
HEAD)  WITH  RESULTANT  ILL-HEALTH,  SPINAL  CURV- 
ATURE, ETC.,  DUE  TO  EYE-STRAIN. 

George  M.  Gould  {American  Medicine,  May  21)  states, 
that  having  noticed  for  years  that  many  patients,  during  the 
practical  tests  of  refraction,  habitually  held  the  head  in  an 
abnormal  position,  he  was  led  to  closely  observe  and  study 
the  cases,  with  the  result  that  the  cause  and  mechanism  of 
habitual  malposition  of  the  head  during  refraction  has  now 
become  so  clear  to  him,  that  before  establishing  the  accurate 
diagnosis  of  astigmatism  he  is  able  to  foretell  with  consider- 
able accuracy  what  will  be  the  axis  of  the  dominant  eye. 
To  do  this  the  patient  must  sit  with  body  erect,  head 
upright,  accurately  facing  the  test  letters,  the  refractionist 
himself  being  in  a  position  that  he  will  observe  with  ease  and 
quickness  any  abnormal  position  of  the  head  of  the  patient. 
If  the  patient's  head  persistently  remains  in,  or  returns  to, 
an  abnormal  position,  and  he  be  right-handed  and  right-eyed, 
the  peculiar  axis  of  astigmatism  causing  the  malposition  of 
the  head  is  })rol)ably  in  the  right  eye.  If  the  jvitient  be  left- 
handed  and  left-eyed  the  ametropic  defect  is  likely  to  l)e  in 
the  left  eye. 

A.stigmatism  that  can  produce  head-cantintj  must  be  from 
80  to  25'o_u^uallv  from  10°  to  18"— to  either  side  of  axes 
90^  or  180".  If  the  tilt  of  the  head  be  dextrad  the  axis  of 
astigmatism  of  the  dominant  eye  is  in  the  neigborhood  of  75" 
if  hyperopic,  and  165^^'  if  myopic.  If  the  tilt  of  the  head  be 
sinistrad,  the  axis  of  the  dominant  eye  will  be  usually  10')^^, 
rarely  15*^'.  If  the  head  be  thrown  directly  backward  or  for- 
ward, in  :i  stiff  and  constrained  position,  it  is  probably  due  to 
hyperphoria  and  to  the  effort  to  bring  the  two  visual  axes  to 
a  horizontal. 

All  orthopedic  surgeons  know  that  persistent  malposition 
of  the  head,  especially  in  the  young,  will  cause  secondary 
spinal  curvature.  The  number  of  patients  with  these  canted 
heads  is  astonishing.  The  number  of  those  with  secondary 
and  unsuspected  abnormally  curved  spines  is  not  less  remark- 
able. Out  of  twenty  cases  of  canted  heads,  he  found  a  num- 
ber of  cases  of  spinal  abnormalism,  altogctlicr  unsusj)ected 
1)V  their  |)arents  and  physicians. 

To  gather  the  data,  and  to  wait  for  cures,  by  glasses  alone, 
requires  time.  He  gives  this  preliminary  note  in  order  to 
place  the  method  in  a  general  way  before  oculists  and  ortho- 
pedists. Six  illustrative  cases  are  epitomi/cd.  which  will  be 
m(»re  fullv  described  in  the  future. 
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EDUCATION  FOE  OPHTHALMIC  PRACTICE.* 
Address  of  the  President. 

By  EDWARD  JACKSON,  M.D. 
dj:xver. 

HEN  forty  years  ago  a  few  men  met  in  New  York  to 


form  the  American  Ophthalmological  Society,  the 
oldest  of  the  American  special  societies,  there  were  probably 
not  two  score  physicians  in  America  who  "devoted  themselves 
chiefly  to  the  practice  of  diseases  affecting  the  eye,  ear,  nose 
or  throat."  To-day  there  are  more  than  two  thousand  within 
the  borders  of  our  country  who  are  for  that  reason  eligible 
to  membership  in  this  Academy,  and  who  need  a  connection 
with  such  an  organization.  The  specialist  requires  a  special 
literature,  he  requires  special  societies,  and  primarily  he  re- 
quires a  special  education.  So  long  as  special  training  was 
needed  by  only  a  few  scattered  individuals,  the  means  by 
which  it  might  be  obtained  were  of  importance  only  to  those 
individuals.  But  now  that  this  special  training  is  required 
by  a  large  and  rapidly  increasing  body  of  physicians,  the 
institutions  that  furnish  medical  education  must  take  upon 
themselves  the  task  of  meeting  the  demands  of  the  time. 

Among  the  most  important  problems  regarding  medical 
education  that  will  demand  early  sokition  are  those  that 
cluster  around  specialization  in  practice.     If,  in  the  future, 

*  Read  at  the  9th  meeting  of  the  American  Academy  of  Ophthalmology 
and  Oto-Larvngologv  held  at  Denver,  Aug.  24th  to  26th,  1904. 
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our  profession  is  to  be  a  group  of  closely  associated  special- 
ists, the  institutions  which  train  men  and  women  for  its  work 
must  train  them  for  special  practice.  As  the  most  definite 
and  most  developed  specialty  that  has  grown  up  within  the 
medical  profession,  ophthalmology  probably  shows  in  the 
clearest  light  yet  obtainable,  the  needs  and  difficulties  of  such 
training,  and  on  this  account  the  discussion  of  education  for 
ophthalmic  practice  has  a  broad  general  interest. 

The  advances  in  medical  education  during  the  past  gener- 
ation have  all  been  in  the  direction  of  increasing  its  amount, 
either  by  lengthening  the  course  of  study,  by  raising  the 
standard  of  requirements  for  admission  to  the  medical 
schools,  or  by  rendering  the  effort  ex})ended  in  medical 
instruction  more  effective  b}'  improved  methods,  such  as 
laboratory  demonstrations,  and  ward  classes.  But  the  ac- 
accumulation  of  new  facts,  the  opening  up  of  new  fields  of 
scientific  investigation,  the  increase  of  resources,  applicable 
to  the  relief  of  human  suffering,  goes  on  with  ever  increasing 
rapidity.  The  new  facts  of  value  and  importance  in  their 
medical  applications,  that  each  year  brings  to  light  within  the 
broad  domain  of  science,  are  beyond  the  power  of  any  one 
human  mind  to  master  in  a  year's  study.  Specialization  is 
then  inevitable.  Shall  it  be  the  specialization  of  disintegra- 
tion or  the  speciahzation  of  organic  development?  Shall  the 
medical  profession  be  replaced  by  unrelated  groups  of  narrow 
workers,  ignorant  of  what  is  being  done  bv  the  workers  of 
other  groups,  having  little  contact  with  each  other,  and  no 
broad  scientific  interest  even  in  the  problems  which  center 
around  their  own  special  work?  Or  shall  we  still  have  a 
great  medical  profession,  its  members  capable  of  thinking 
beyond  the  daily  routine,  interested  to  trace  relations  in  all 
fields  of  science,  trained  for  full  co-operation  with  all  whose 
work  it  is  to  relieve  suffering  and  conserve  life?  Which 
shall  it  be?  The  (piestion  must  be  answered  by  the  medical 
education  of  the  lu'ar  future. 

It  was  a  misfortune  thai  di'utistry  dcvi'loped  so  much 
outside  of  the  recognized  lines  of  the  medical  profession. 
Perhaps  it  is  our  greatest  dvhi  to  Hclinholtz,  and  (Jraefe, 
and  Donders,  that  ophthalmology  grew  up  within  those  lines. 
In  spite  of  the  work  of   these   great    men    mikI    th.\t    of   their 
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students,  there  are  inliueiices  at  work  that  tend  toward  the 
loosening  of  the  bands  which  hold  us  in  the  medical  profes- 
sion. Most  potent  and  dangerous  among  the  influences  are 
the  faikire  of  the  medical  school  to  give  the  specific  technical 
training  required  for  ophthalmic  practice,  and  its  failure  to 
utilize  certain  branches  of  ophthalmology  in  the  training  of 
all  medical  students. 

The  training  for  a  certain  line  of  work  must  be  judged 
first  by  the  efficiency  it  confers  for  that  particular  work. 
Breadth  of  training,  information  and  thought  upon  collateral 
lines  are  excellent,  they  are  highly  desirable,  they  are  the 
things  that  I  would  argue  for:  but  in  preparing  for  a  certain 
line  of  life  work,  the  essential  is  training  in  that  special 
work.  Is  there  not  something  grotesque  in  the  claim  that 
the  fitting  of  glasses  should  be  done  only  by  the  medical 
profession,  if  the  average  graduate  in  medicine  is  sent  out 
ignorant  of  the  methods  of  measuring  refraction,  or  with 
only  the  most  superficial  and  perfunctory  knowledge  of  the 
subject? 

Remembering  that  a  specialty  exists  because  of  what  is 
special  or  peculiar  to  it,  what  is  the  special  M'ork  constituting 
ophthalmic  practice  for  which  the  practical  ophthalmologist 
is  to  be  trained?  First,  it  deals  with  mathematical  problems 
of  refraction  and  ocular  movements.  Second,  it  includes 
particularly  delicate  and. exact  manipulations  and  operations. 
Third,  it  takes  up  the  problems  connected  with  a  ver}'  special 
anatomy,  physiology,  pathology,  therapeutics  and  hygiene. 
From  these  it  extends  so  far  as  the  individual  practitioner 
xna^  choose  to  go  into  the  usual  domain  of  general  medicine 
and  surgery. 

It  must  be  remembered  that  the  correction  of  errors  of 
refraction  is  something  absolutely  different  from  the  usual 
measures  of  medical  and  surgical  therapeutics.  Success  in 
this  department  depends  not  upon  fortunate  guessing,  or  the 
recollection  of  similar  cases  encountered  in  a  wide  experience  ; 
it  depends  upon  a  minute  painstaking  accuracy  to  furnish  the 
data,  from  which  a  proper  appreciation  of  physiologic  rela- 
tions can  build  the  best  formula  for  lenses.  What  has  there 
been  in  the  medical  training  of  the  past,  what  is  there  in 
the  medical   curriculum   of   to-dav  to   train    the    student   to 
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painstaking  accuracy  in  mathematical  measurements '/  Until 
he  is  so  trained  he  is  unfitted  for  the  common,  every-day 
work  of  ophthalmic  practice.  Not  merely  unfitted  for  deal- 
ing with  rare  conditions,  the  diificult  cases,  but  unfitted  to 
treat  the  first  case  that  is  likely  to  enter  his  oflfice.  Training 
in  mathematics  and  mathematical  measurements  is  the  first 
step  toward  fitting  the  student  for  modern  ophthalmic 
practice. 

Next  consider  the  need  for  education  of  hand  and  eye  for 
the  delicate  manipulations  properly  expected  of  the  ophthal- 
mic surgeon.  What  is  there  in  the  usual  medical  course  to 
cultivate  the  student's  ability  in  this  direction?  True,  he 
can  spend  time  in  a  specially  minute  aud  delicate  dissection. 
But  how  many  medical  schools  require  it?  How  much  ac- 
count will  be  taken  of  it  in  his  final  examinations?  A  medical 
course  that  merely  permits  the  student  to  do  this  kind  of 
work,  is  but  one  remove  from  a  course  that  would  permit 
him  to  gain  all  his  medical  knowledge  and  skill  outside  its 
requirements.  There  is  nothing  taught  in  medical  colleges 
that  cannot  be  studied  outside.  The  plea  that  the  medical 
course  does  not  prevent  the  student  from  getting  for  himself 
the  training  required  for  ophthalmic  practice,  is  practically 
an  abandonment  of  ophthalmology  to  outside  opportunities 
and  outside  instruction.  But  the  present  status  of  the  med- 
ical course  in  this  respect  is  not  (juite  so  innocent  as  this  plea 
would  nud^e  it.  As  a  matter  of  fact  the  course  is  crowded 
with  other  things.  The  student's  time  and  energy  are  so 
engaged  by  it  that  it  renders  other  than  its  reifuired  training 
largely  im})ossiblc.  Then,  too,  the  accurate  eye  and  the 
delicate  touch  are  things  that  must  be  acquired  early  in  life. 
Year  by  year  special  excellence  in  these  directions  l)cconies 
less  and  less  possible. 

But  perhaps  the  most  glaring  defect  of  the  present  mctl- 
ical  course  as  a  means  of  furnishing  education  for  ophthalmic 
practice,  is  the  lack  of  work  in  special  anatomy  and  physi- 
ology. Anatonn'  and  j)hvsiology  arc  the  fonndalions  of 
scientific  medicine.  But  the  anatomy  and  jihysiology  that 
have  this  relation  to  ophthahnic  practice  are  the  anatomy  and 
physiology  of  the  eye  and  related  organs.  It  is  of  just  as 
mnch  importance  for  the  ophthalmologist   to   have  the  train- 
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ing  in  this  special  aiuitoiHv  and  physiology  early  in  his  med- 
ical course,  as  it  is  for  the  general  surgeon  to  be  familiar 
with  the  anatomy  of  the  bones  and  the  joints  before  he  takes 
up  the  study  of  fractures  and  dislocations.  True,  again,  if 
the  medical  cutricukmi  fails  to  occupy  his  whole  time  and  so 
crowd  the  student  that  work  outside  of  its  lines  will  be  im- 
possible, he  may  take  up  this  study  of  ocular  anatomy  and 
physiology  as  a  sort  of  voluntary  outside  pursuit.  But  from 
those  who  attempt  to  determine  his  titiiess  for  practice,  he 
will  not  receive  the  same  credit  for  knowing  the  depth  of  the 
anterior  chamber  where  he  is  to  nuike  the  cataract  incision, 
as  he  would  for  remembering  the  location  of  the  vermiform 
appendix  or  the  anatomy  of  the  ankle  joint,  for  which  knowl- 
edge he  will  in  ophthalmic  practice  have  no  use  whatever. 

If  you  have  followed  my  line  of  thought  you  have  already 
noted  that  it  gives  a  direct  challenge  to  the  old  orthodox  view 
of  the  training  of  a  specialist,  viz. :  Teach  the  student  how 
to  cut  off  a  leg,  prescribe  a  compatible  mixture,  or  manage 
successfully  a  case  of  labor — and  leave  him  in  ignorance  of 
that  vast  accumulation  of  knowledge,  and  unskilled  in  those 
extremely  delicate  manipulations  and  precise  methods,  upon 
the  accuracy  of  which  his  ability  to  serve  the  community  as 
an  ophthalmologist  will  chiefly  depend.  The  plan  of  carrying 
a  student  through  his  college  course  in  entire  disregard  of 
the  line  of  work  that  he  is  to  take  up  afterward,  lacks  any 
sound  basis  in  psychology,  and  it  is  condemned  by  its  results. 
Graefe  entered  upon  the  stu<ly  of  medicine  that  he  might 
become  an  ophthalmic  surgeon.  All  the  knowledge  and 
experience,  all  the  manipulative  and  diagnostic  skill  that  he 
gathered  were  arranged  with  reference  to  this  purpose. 
From  the  first,  each  item  took  place  and  relations  from  its 
bearing  upon  ophthalmic  practice.  If  I  read  his  career 
aright,  it  was  this  fact  far  more  than  peculiar  natural  abilities 
and  good  opportunities,  that  made  him  the  pre-eminent, 
practical  ophthalmic  surgeon  among  the  founders  of  modern 
ophthalmolog}'. 

The  hands,  brain,  intellect,  of  the  individual  develop  but 
once ;  they  reach  the  highest  efficiency  only  when  that 
development  is  continuous  and  intelligently  directed  from  the 
start.       All    unrelated     information     is    an   incubus;     every 
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accomplishment  that  brings  no  Jidded  ability  by  change  of 
activity  or  broadened  view,  is  a  dissipation ;  and  the  spending 
of  a  large  part  of  the  four  years  of  a  medical  course  in 
loading  up  with  useless  detail  of  fact,  and  the  ac<juiring  of 
highly  specialized  ability  to  do  what  will  never  be  done,  is  a 
criminal  waste  of  vital  energy  when  every  bit  of  vital  energy 
is  needed.  Either  the  medical  course  must  be  reorganized  to 
give  what  the  developing  specialist  needs,  or  the  specialist 
will  cease  to  take  it.  Let  me  protest  that  this  is  not  a  plea 
for  a  narrow  specialism.  It  is  the  advocacy  of  a  real  special- 
ism, so  stripped  of  what  is  useless  and  hindering  as  to  render 
possible  the  attainment  of  the  broadest  development  of  which 
the  human  mind  is  capable. 

The  work  of  readjusting  the  general  scheme  of  medical 
education  to  the  essential  fact  of  specialism,  must  be  one  of 
revision,  selection  and  rearrangement,  not  simply  a  matter  of 
addition.  The  plan  of  raising  the  standard  of  medical  edu- 
cation by  adding  now  and  again  a  year  to  the  length  of  the 
course,  has  gone  to  the  limit.  We  know  how  many  years 
the  average  healthy  individual  can  expect  to  spend  in  active 
life;  we  know  how  many  years  intelligence,  nerve  centers 
and  muscles  renuiin  plastic,  and  best  titted  to  actjuire  new 
thoughts,  co-ordinations  and  movements;  we  know  at  what 
age  the  best  results  in  character  demand  that  the  voung 
being  should  be  thrown  upon  his  own  responsibility,  left  free 
to  make  his  own  choice  and  to  self-support.  These  periods 
will  not  be  greatly  altered  in  a  thousand  years,  however 
great  the  rush  of  discovery  and  the  broadening  of  the  field 
of  human  endeavor.  The  readjustment  of  the  medical  course 
cannot  be  a  matter  of  infinite  extension ;  it  is  a  matter  of 
wise  selection. 

From  the  standpoint  of  ophthalmic  practice  in  the  open- 
ing years  of  the  twentieth  century,  what  are  the  selections 
that  will  give  the  student,  for  the  time  and  effort  he  expends, 
the  highest  efficiency  in  his  chosen  line  of  work?  Wiiat  will 
give  this  with  the  smallest  amount  of  unprofitable  accpiire- 
ment,  that  he  may  be  left  with  time,  energy  and  intellectual 
appetite  to  follow  to  the  furthest  limit  every  line  of  thought 
that  seems  to  him  naturally  related  to  his  work?  Vet  which 
will  give  him  the  l»r«'M(ltli   of   interest  and   sym})athy.  the  all- 
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around  mental  development,  which  will  fit  him  to  see  his  work 
in  its  broadest  relations? 

In  the  end,  a  curriculum  will  be  settled  by  experience,  and 
is  likel}^  always  to  remain  full  of  tradition  and  compromise. 
But  it  is  worth  while  to  guide  ourselves,  in  these  gropings 
toward  something  better,  by  the  clearest  statement  we  can 
frame  of  what  seems  at  this  time  an  ideal  to  be  aimed  at. 
Of  the  studies  that  now  form  the  frame-work  of  the  medical 
course,  none  can  be  wholly  dispensed  with.  Possibly  obstet- 
rics in  its  narrower  limitations  might  be  cut  out  altogether : 
but  certainly  the  outline  of  intra-uterine  development,  and 
some  knowledge  of  the  general  conditions  that  mark  pregnancy 
and  the  puerperal  state,  must  be  retained.  The  process  of 
selection  is  not  so  simple  as  the  selection  of  certain  branches. 
It  must  go  into  every  part  of  every  branch  of  medical  teach- 
ing, weigh  the  individual  facts,  and  even  choose  the  point  of 
view  and  avenues  for  their  approach. 

In  anatomy,  the  point  of  view  has  been  too  much  that  of 
the  general  surgeon.  The  specialist  of  internal  medicine  has 
suffered  from  this  as  much  as  the  ophthalmologist.  As  the 
general  surgeon  would  resent  being  recjuired  to  learn  and 
remember  that  minute  anatomy  of  the  retinal  vessels  which 
is  needed  for  the  understanding  of  a  case  of  partial  retinal 
embolism,  so  the  ophthalmic  surgeon  has  a  right  to  protest 
against  having  his  memory  burdened  with  the  land-marks  by 
which  the  iliac  artery  might  be  located  for  ligature,  or  the 
position  of  the  sciatic  nerve  determined  for  the  injection  of 
a  local  antesthetic.  If  it  is  imi)ractical  to  drill  the  general 
surgeon  in  all  the  minute  anatomy  that  the  ophthalmologist 
should  know,  it  is  equally  impracticable  to  begin  the  prepar- 
ation for  ophthalmic  practice  by  loading  up  with  the  ana- 
tomical equipment  of  a  general  surgeon. 

The  anatomy  which  the  ophthalmic  surgeon  should  know 
must  include  that  of  the  eyeball  and  its  appendages,  the 
orbit  and  neighboring  cavities,  the  visual  tract  and  whatever 
intersects  or  comes  in  relation  with  it.  These  he  must  know 
with  greatest  accuracy  and  in  minute  detail.  But  to  this 
knowledge  must  be  added  such  a  general  acquaintance  with 
the  anatomy  of  other  portions  of  the  body  as  would  enable 
him    to    understand  the  physiology    and    pathology    of    the 
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different  organs  and  to  appreciate  any  general  principle  of 
anatomical  construction  and  support.  Thus  an  acquaintance 
with  the  hip  and  shoulder  joints  will  give  a  broader  aj)- 
preciation  of  the  principles  of  the  ball  and  socket  movement 
which  takes  place  in  the  case  of  the  eyeball.  While  such 
things  as  the  anatomical  and  surgical  necks,  the  great 
trochanter,  or  the  greater  tuberosity  of  the  humerus,  have 
little  more  bearing  on  general  anatomical  principles  than  they 
have  upon  ophthalmic  operations. 

Physiology  is  so  closely  connected  with  general  pathology 
— faults  of  nutrition  in  any  part  of  the  body  are  so  often 
related  to  diseases  in  the  eyes  that  its  general  principles 
should  be  as  thoroughly  taught  to  all  who  practice  ophthal- 
mology as  to  those  who  practice  any  branch  of  the  healing 
art.  Still  there  is  much  of  detail,  of  surmise,  of  experiment 
not  yet  sufficiently  connected  with  normal  life  processes,  to 
make  it  possible  to  exclude  a  great  deal  that  finds  place  in 
the  phvsiological  text-books,  when  it  comes  to  selecting  that 
which  he  can  properly  be  expected  to  remember.  The 
nervous,  muscular  and  vascular  systems  are  so  extensively 
represented  in  the  eye,  and  play  such  important  parts  in  its 
normal  and  physiological  life  that  nothing  related  to  their 
general  physiology  should  be  neglected.  Then  there  is  the 
large  mass  of  special  physiology,  such  as  ocular  movements 
and  the  optical  properties  and  actions  of  the  eye,  which  must 
be  mastered  and  assimilated  before  the  education  of  the 
ophthalmologist  can  profitably  go  on  to  other  branches. 
Shorn  of  all  that  can  be  dispensed  with,  physiology  has  for 
the  ophthalmologist,  as  for  the  physician  or  general  surgeon, 
an  overshadowing  importance. 

General  pathology — the  physiology  of  disease — is  of  sim- 
ilar importance.  Nearly  all  the  general  morbid  processes  are 
represented  in  tlic  diseases  of  the  eye.  There  is  as  much 
need  for  the  familiarity  with  them  here  as  in  any  brani'h  of 
medical  practice.  Indeed  so  nmch  more  certain  and  definite 
is  the  pathology  of  the  eye  in  some  respects,  as  in  renal 
retinitis,  tlint  nioic  exact  and  dclinitc  knowledge  of  the 
changes  jje  has  to  deal  with,  can  |)roperly  be  exjjected  of  the 
ophthalmologist  than  of  the  specialist  of  internal  medicine, 
or  of  the  general  surgeon,  who  may  be  compelled  to  use  his 
scalpel  as  an  instrument  of  diagnosis. 
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The  things  that  can  be  excluded  from  the  training  re- 
quired  in  pathology  will  be  chiefly  the  descriptions  and  exam- 
inations of  special  appearances  presented  in  distant  organs, 
and  the  special  pathology  of  organs  not  closely  related  to  the 
eye.  As  to  the  vast  science  of  bacteriology^  it  is  still  uncer- 
tain to  what  extent  such  recently  acquired  knowledge  can  be 
rendered  available  for  the  instruction  of  the  student.  But 
that  this  subject  touches  ophthalmology  as  closely  as  any 
other  branch  of  medicine,  has  already  been  proven;  and 
a  general  acquaintance  with  it  will  certainly  be  more  directly 
applicable  to  practice,  and  do  more  to  broaden  the  student's 
intellectual  horizon,  than  will  instruction  in  many  of  the  details 
which  have  in  former  years  been  given  an  important  place  in 
the  medical  curriculum. 

The  teaching  of  therapeutics  offers  some  of  the  most  diffi- 
cult problems  that  are  to  be  encountered  in  connection  with 
the  subject  of  medical  education.  On  the  one  hand  the 
physician  has  been  swamped  by  the  energy,  cupidity,  plaus- 
ibility, and  falsehoods  of  the  promoter  of  new  drugs.  On 
the  other  hand,  thereapeutics  is  preeminently  the  study  for 
a  life  time.  If  there  be  general  principles  discernable  in  this 
branch  of  medical  science,  they  are  of  highest  importance  to 
the  ophthalmologist.  If  there  be  exact  and  comprehensive 
knowledge  of  the  action  of  any  drug  upon  tissues  represented 
in  the  eye  or  its  appendages,  as  all  the  general  tissues  are, 
that  knowledge  should  be  comj)letely  at  his  command.  The 
therapeutic  influences  aside  from  drugs,  at  our  disposal, 
demand  equal  attention.  The  eye  has  a  situation  peculiarly 
favorable  for  their  efficient  employment. 

The  special  therapeutics  of  ophthalmology  have  grown  to 
large  proportions.  This  is  illustrated  by  the  recent  interest- 
ing, but  fragmentary,  work  of  Darier.  To  gain  time  for 
what  is  most  worth  knowing  in  the  first  year  of  ophthalmic 
practice,  something  can  be  gained  by  cutting  out  from  the 
course  the  materia  medica  and  pharmacy,  which  were  of  value 
to  a  former  generation.  But  when  all  has  been  done  in  a 
general  wav,  it  will  still  remain  for  the  conscientious  teacher 
of  therapeutics  to  exclude  a  great  deal  that  almost  every 
other  doctor  might  think  his  student  ought  to  be  taught. 
Nothing  short  of  this  will  bring  the  subject  into  such  com- 
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pass  that  the  average  student  mind  will  be  able  to  find  it 
more  than  a  mass  of  unrelated  facts  and  contradictory  asser- 
tions. 

When  we  come  to  general  medicine  and  surgery,  ms  they 
have  been  understood  and  taught  in  the  past,  we  come  to  the 
problem  of  teaching  in  cognate  specialties.  For  these  are 
little  more  than  parent  groups  of  yet  imperfectly  defined 
specialties,  from  which  the  more  definite  specialties,  like 
dermatology  and  laryngology,  are  from  time  to  time  drop- 
ping off.  The  general  principles  which  formerly  justified  the 
titles,  "principles  of  medicine"  and  "principles  of  surgery," 
become  more  and  more  scattered  to  the  general  branches  of 
physiology,  pathology  and  therapeutics,  although  they  might 
still  be  considered  together  in  a  philosophy  of  medicine.  In 
every  department  of  general  medicine  and  surgery,  and  in 
every  other  specialty,  there  are  facts  and  generalizations  of 
the  highest  importanceto  the  ophthalmologist,  both  for  their 
particular  significance  and  the  added  breadth  of  view  they  will 
confer.  The  general  symptomatology  and  course  of  syph- 
ilis and  tuberculosis  has  a  most  direct  and  important  bearing 
on  the  recognition  and  treatment  of  certain  diseases  of  the 
eye.  A  knowledge  of  toxtemias  of  intestinal  origin  may  have 
extremely  important  bearings  on  our  treatment  of  toxic  am- 
blyopias. But  not  all  the  information  and  deductions  that 
can  be  brought  together  under  general  medicine  or  surgery 
are  of  equal  value.  The  mass  is  so  great  that  some  must  be 
left  out.     Selection  is  the  crying  need  in  every  branch. 

No  one  can  ])iiss  in  review  the  numberless  and  vital  con- 
nections of  ophthalmic  practice  with  other  branches  of  med- 
icine and  surgery,  without  being  impressed  with  the  necessity 
for  generiil  medical  education  for  this  line  of  practice.  The 
tendency  to  undertake  it  without  any  general  knowledge  of 
medicine  shows  serious  defects  in  the  present  medical  curric- 
ulum. It  should  be  understood  that  the  custom  of  teaching 
medical  student.s  a  fair  amount  of  internal  medicine  and 
general  surgery,  and  the  sending  them  out  to  adopt  what 
line  of  practice  they  please,  and  qualify  i  liciusclvcs  lOi  it  as 
best  they  can,  is  doubly  disastrous.  The  doctor  of  nicdicine 
who  sets  uj)  as  an  ophthahnologist  may  l)e  as  ignorant  of  the 
actual  work  he  is  to  do,  as  the  counter-prescribing   optician, 
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who  also  founds  his  hopes  of  success  on  self-sufficiency. 
The  public,  gaining  some  inkling  of  this,  estimates  the  two 
as  approximately  equally  valuable  councilors,  and  goes  to 
the  cheapest.  The  medical  student  who  subsequently  takes 
up  general  or  family  practice,  brought  up  in  the  same  oph- 
thalmic ignorance  as  his  fellow  student  who  has  undertaken 
to  practice  ophthalmology,  is  quite  liable  to  send  his  patients 
to  the  aforesaid  prescribing  optician,  with  whose  particular 
brand  of  ignorance  he  is  less  conversant,  and  who  is  more 
likely  to  offer  pecuniary  favors  in  return. 

The  specialization  of  education,  such  as  I  have  here  urged, 
will  do  two  things :  it  will  furnish  doctors  of  medicine  really 
fitted  for  ophthalmic  practice;  and  it  will  bind  the  medical 
profession  together  by  bonds  of  mutual  respect.  It  is  not 
possible  that  special  preparation  for  ophthalmic  practice 
should  remain  dependent  upon  individual  initiative.  It  is 
not  desirable  that  it  should  be  left  to  brief  post-graduate 
courses,  or  to  the  so-called  ophthalmic  colleges.  There  is  a 
great  and  pressing  need  that  stable,  conservative  institutions 
of  learning  of  the  highest  type  should  offer  a  formal  course 
fitting  their  graduates  for  ophthalmic  practice.  When  this 
is  done  it  will  be  found  to  consist  of  certain  special  instruction 
added  to  a  revised  curriculum  provided  for  all  students  of 
medicine.  And  medical  education  in  general  will  have  taken 
a  long  step  forward. 


DISCUSSION  OX  DRS.  SUKER'S  AND  BUCK  WALTER'S  PAPER. 

Melville  Black  (Denver):  Dr.  Buckwalter's  experi- 
ence was  so  unique  that  it  will  be  rather  hard  to  find  experi- 
ences parallel  with  it.  It  would  seem  to  me,  however,  that 
this  htemorrhaire  would  come  under  the  nasal  rather  than  a 
lacrimal  haemorrhage,  inasmuch  as  the  operation  in  the  nose 
preceding  the  removal  of  the  canula  was  responsible  for  the 
haemorrhage.  I  have  never  had  such  an  experience,  but  I  have 
never  tried  to  remove  a  lacrimal  canula  from  the  nose.  I 
had  one  patient  who  had  a  lost  lacrimal  canula,  and  believing 
I  could  best  serve  her  by  extirpation  of  the  lacrimal  sac,  I 
proceeded  to  do  that,  and  removed  the  canula  at  the  same 
time.     This,  in  my  opinion,  is  the  best  way  to  find  these  lost 
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canulas.  I  have  had  considerable  experience  with  the  use  of 
canulas,  and  the  more  I  have  the  more  I  dislike  them. 

As  regards  probing  the  lacrimal  canal,  I  have  always  been 
favorable  to  the  large  probes.  It  has  always  seemed  to  me 
that  if  we  are  going  to  probe  at  all  it  is  advisable  to  use  a 
probe  large  enough  to  produce  pressure.  I  cannot  see  any 
use  in  tickling  the  canal,  and  that  is  about  all  a  small  probe 
does.  The  longer  I  live,  the  more  I  think  that  probing  does 
not  effect  a  permanent  cure,  especially  in  cases  that  have 
reached  the  stage  of  purulent  secretion.  I  used  to  think  my 
cases  got  well,  but  I  guess  these  cases  went  to  some  one  else. 
The  others  came  back  later  for  more  treatment,  hence  I  am 
skeptical  of  these  cases  being  cured  by  any  form  of  treat- 
ment. In  consequence,  I  lean  more  and  more  towards  extir- 
pation of  the  sac.  It  does  away  with  the  purulent  secretion, 
the  formation  of  pus,  etc.,  and  the  patient  is  made  comfort- 
able and  saved  the  trouble  and  pain  of  probing, 

A.  Alt  (St.  Louis):  I  agree  with  Dr.  Black  that  this 
was  a  nasal  bleeding  and  not  a  lacrimal  bleeding.  I  thought 
of  a  similar  case  in  my  early  ophthalmologic  experience. 
The  patient  came  to  me  with  a  lacrimal  stricture.  He  told  me 
that  months  before,  while  the  doctor  who  treated  him  })robed 
the  canal,  he  had  a  sensation  of  something  breaking,  but  he 
was  told  it  was  all  right.  I  found  considerable  swelling  in 
the  lacrimal  sac  region,  and  on  probing  found  the  end  of  a 
silver  probe  that  had  remained  in  the  lacrimal  duct.  I  with- 
drew it  with  great  difticuity,  but  no  htemorrhage  followed. 

With  regard  to  the  large  probes,  I  am  of  the  opinion  of 
Dr.  Sukcr.  I  have  never  had  a  ])robe  put  into  my  nasal  duct, 
but  I  have  put  some  very  small  ones  into  patients'  ducts,  and  if 
they  do  not  cause  pressure  I  do  not  know  what  pressure  is. 
I  have  never  been  able  to  understand  the  experience  of 
Theobald,  who,  experimenting  on  dry  skulls,  came  to  the  idea 
that  such  large  ))r()l)es  would  be  useful.  I  never  use 
them  myself.  I  also  agree  with  Dr.  Black  that  the  more  I 
use  them  the  less  I  think  of  the  value  of  probing,  and  I  gave 
up  the  slittintjof  the  cau;ilicMliis  manv  years  ajro.  If  I  cannot 
get  in  will)  ;i  small  piobc  at  lirst.  I  use  the  dilator.  The 
largest  I  have  used  for  years  is  No.  <»,  and  when  there  is  pus, 
I  make  sim))ly   injections.      I  do  not   know    if  we  accom})lish 
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much  by  this,  l)at  the  patients  want  something  done,  and  I 
suppose  I  will  also  have  to  practice  the  extirpation  of  the  sac. 

B.  E.  Fryer  (Kansas  City) :  I  agree  with  Dr.  Suker  in 
regard  to  the  large  probes.  If  we  remember  the  pathological 
conditions,  we  will  see  that  we  only  add  to  the  trouble  by  the 
use  of  the  large  probes.  We  have  more  or  less  cicatricial 
tissue,  and  the  large  probe  and  the  sudden  stretching  will  set 
up  an  increased  amount  of  scar  tissue  in  and  about  the  canal. 
I  agree  with  Dr.  Alt  and  Dr.  Suker  in  regard  to  not  slittino; 
the  canaliculus,  but  disaofree  with  them  that  slittinof  it  neces- 
sarily  interferes  with  the  capillary  power  of  the  punctum. 
I  do  not  do  it  any  more,  but  if  properly  done  this  need  not 
be  brought  about.  Using  the  knife  and  cutting  the  lid  to- 
wards the  globe  of  the  eye,  we  can  still  keep  up  the  contact 
of  the  lid  opening  with  the  eyeball,  thus  retaining  the  capil- 
lary action  in  draining. 

A.  H.  Andrews  (Chicago)  :  I  had  a  case  which  came  to 
me  with  a  lost  canula,  and  I  was  able  to  locate  it  underneath 
the  inferior  turl)inal.  A  little  pressure  on  the  lower  end 
pushed  it  up  where  I  could  get  at  it  without  much  trouble. 
The  canula  was  tilled  from  one  end  to  the  other  with  crranula- 
tion  tissue.    It  had  not  been  draining  for  a  considerable  time. 

"With  regard  to  the  use  of  probes,  I  am  inclined  to  think 
that  the  value  of  any  probe,  whether  large  or  small  (  and  I 
am  disposed  to  use  the  small  rather  than  the  large),  will  be 
greatly  increased  by  the  use  of  an  electric  current  in  connec- 
tion with  the  probing.  -Either  the  positive  or  negative,  as 
indicated,  has  decided  therapeutic  properties,  and  I  am  unable 
to  see  any  reason  why  these  therapeutic  properties  are  not  to 
be  employed  in  the  use  of  the  probe  in  opening  and  making 
permanently  open  the  lacrimal  canal.  The  little  experience 
which  I  have  had  has  been  much  more  satisfactory  to  me  than 
the  use  of  the  probe  has  been  to  the  gentlemen  who  have 
been  discussing  this  paper. 

Dudley  S.  Beyxolds  (Louisville,  Ky. ) :  There  are 
cases  in  which  the  slitting  of  the  canaliculus  and  the  intro- 
duction of  probes  are  necessary.  No  one,  I  presume,  would 
undertake  the  cure  of  a  purulent  infection  of  the  sac  without 
dividing  the  lower  canaliculus  to  secure  free  entrance  of  the 
syringe  and  exit  for  the  accumulated  pus  below.   In  cases  where 
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no  infection  exists,  I  have  reached  the  conchision,  as  a  matter 
of  personal  experience,  that  probing  is  undesirable  and  in 
most  cases  injurious,  and  where  probing  is  often  repeated  it 
gets  to  be  of  almost  daily  necessity.  The  patient  finally 
growing  tired  of  this  dail\^  procedure  seeks  other  counsel, 
and  he  goes  from  one  to  another,  and  you  will  occasionally 
see  a  patient  after  ten  years  still  unrelieved.  AVe  rarely  find 
one  entirely  recovered  through  the  probing.  Where  there  is 
no  purulent  infection  it  will  often  be  found  that  narrowing  of 
the  puncta  causes  the  stillicidium.  I  have  lost  confidence  in 
the  theory  of  the  mal-position  of  the  punctum.  I  have 
known  cases  where  dilatation  of  the  punctum  as  the  only  local 
treatment,  repeated  two  or  three  times,  resulted  in  recovery. 
In  many  cases  small  doses  of  iodide  of  potassium  would  be 
sufticient  to  bring  about  a  cure,  but  not  in  cases  that  have  been 
subjected  to  the  treatment  by  the  probe,  either  large  or  small. 
Other  cases  are  relieved  by  the  injection,  with  a  syringe,  of 
a  drop  or  two  of  the  solution  of  adrenalin  1-1000.  A  large 
number  can  be  fairh'  traceable  to  obstruction  in  the  nasal 
passages,  and  the  removal  of  the  inferior  turbinal  bone  does 
away  with  the  difficulty.  As  to  those  cases  in  which  it  seems 
necessary  to  use  the  canula,  some  of  them  do  well  and  some 
do  not.  I  have  had  three  or  four  cases,  all  in  recent  years, 
where  I  have  seen  impaction;  one  case  where  I  had  intro- 
duced the  canula  years  before  came  suddenly  to  me  with  great 
pain  in  the  side  of  the  face,  swelling  in  the  region  of  the 
lacrimal  sac,  obstruction  in  the  nose,  and  stillicidium.  A 
search  of  the  sac  failed  to  disclose  the  presence  of  the  canula, 
and  a  careful  juobing  beneath  the  inferior  turbinate  bone 
found  it  tucked  down  light.  I  seized  it  with  forceps  and 
made  gentle  traction  and  it  came  away  in  two  pieces.  It  had 
become  eroded  and  broken.  In  !?uch  a  case,  the  introduction 
of  a  probe  becomes  necessary  to  insure  the  thorough  washing 
of  the  passages,  which  I  prefer  to  do  with  the  normal  salt  solu- 
tion, containing  one  grain  of  bichloride  of  mercury  to  I  lie  pint . 
,1.  A.  Donovan  (  Hutte.  Mont.):  I  believe  most  of  these 
cases  are  reflex,  j>rol»ably  due  to  conjunctivitis  or  some  nasal 
trouble.  A  patient  who  was  treated  three  months  in  Paris, 
consulted  me  on  her  return.  I  ninovcd  m  >mall  strip  of  the 
lower  tnrl>inate.  Jiftor  which    she    irol    well   and   remained  so. 
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I  disagree  in  the  matter  of  probes.  As  was  said,  in  most 
cases  they  are  entirely  unnecessary,  but  where  necessary 
should  be  used.  I  can  recall  many  cases  treated  previous  to 
the  last  three  years,  and  every  one  got  well  and  remained  so. 
I  used  them  in  one-fourth  or  more  of  my  cases.  I  use  the 
Theobald  probe,  and  always  pass  the  largest  I  am  going  to  use 
the  first  time,  using  cocaine  or  general  anfesthetic.  I  start 
with  a  low  probe  and  use  up  to  12,  14  or  16  at  tirst  sitting. 
Where  there  is  a  history  of  having  been  treated  by  somebody 
for  years,  I  use  the  probe  until  I  feel  a  slight  cracking  in 
the  bone.  In  about  three  days  after  this  I  pass  a  probe  one 
or  two  sizes  smaller,  repeating  a  dozen  to  fifteen  times  when 
I  consider  the  case  wett,  and  so  far  have  had  the  good  fortune 
to  have  them  remain  so. 

Dr.  Blckwalter  (closing  discussion) :  In  the  case  of 
haemorrhage,  it  does  not  seem  to  me  the  bleeding  came  from 
the  nose,  from  the  fact  that  on  inspection  the  bleeding 
seemed  to  ooze  from  the  region  of  the  nasal  duct,  and  pres- 
sure with  adrenaline  over  the  severed  part  of  the  turbinate 
did  not  control  the  ha?morrhage  a  particle.  In  this  case  I 
could  not  feel  the  end  of  the  style  by  passing  a  probe  into 
the  lacrimal  duct.  By  probing  in  the  nose  it  was  felt  firmly 
fixed.  I  removed  only  the  anterior  part  of  the  turbinate; 
the  area  exposed  was  not  great.  In  treating  epiphora,  I 
agree  with  Dr.  Reynolds  that  a  great  many  cases  are  due  to 
pressure  stenosis,  a  congestion  of  the  part  of  the  lacrimal 
duct  known  as  the  naso-lacrimal  duct.  I  have  treated  several 
ca-es  in  which  probing  had  been  carried  on  from  a  few  weeks 
to  a  vear  or  more,  and  I  reported  three  cases  in  wich  I  oper- 
ated  on  the  inferior  turbinate,  removing  a  portion  of  it,  and 
treating  the  inferior  meatus.  The  idea  is  to  relieve  the 
congestion  about  the  mouth  of  the  tube.  The  lacrimal  duct 
is  a  drainage  duct,  and  it  seems  to  me  if  you  have  inflamma- 
tion of  the  sac,  you  have  a  stoppage  of  drainage,  and  you 
must  re-establish  drainage  in  order  to  keep  up  a  constant  flow 
of  tears.  By  relieving  the  mouth  of  the  sewer  you  relieve  a 
great  many  of  these  cases. 

Dr.  Suker  (closing  discussion):  1  see  that  the  consen- 
sus of  opinion  is  about  the  same  as  I  have  expressed  in  regard 
to  the  use  of  large   probes.     Our  effort   should   be  directed 
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towards  restoring,  tis  nearly  as  possible,  the  normal  condition 
in  the  canal.  If  you  pass  very  large  Theobald's  or  Bowman's 
probes  you  will  not  restore  the  natural  condition.  The  canal 
is  for  drainage,  and  must  not  be  robbed  of  its  anatomical 
elements  by  undue  probing.  I  have  seen  a  number  of  cases 
where  exceedingly  large  Theobald  probes  were  passed,  and 
they  still  complain  of  the  trouble.  The  final  treatment,  and 
perhaps  the  only  radical  one  at  present,  is  the  extirpation  of 
the  lacrimal  sac,  with  the  proper  attention  to  any  existing 
conjunctivitis. 


SOME  OBSEEVATIONS  ON  THE  PKOGNOSIS  AND 

TEEATMENT  OF  HYPOPION  ULCER  OF  THE 

CORNEA.* 

Ey  CHARLES  J.  KIPP,  M.D.. 

XEAVARK,  X.  J. 

IN  a  paper  entitled  "The  Treatment  of  Serpiginous  Ulcer 
of  the  Cornea,'"  which  I  read  at  the  meeting  of  the 
American  Medical  Association,  Section  of  Ophthalmology, 
in  1902,  and  which  is  published  in  the  Journal  of  the  Amer- 
ican Medical  Association,  August  2,  1902,  I  made  the  fol- 
lowing statement : 

"More  than  twenty  years  have  now  i)assed  since  I  first 
observed  that  certain  cases  of  serpiginous  ulcer  of  the  cornea, 
in  which  no  further  progress  was  noticed  after  they  came 
into  my  hands,  presented  the  features  I  am  about  to  describe, 
and  since  then  I  have  not  seen  a  case  in  which  they  were 
present  that  did  not  heal  under  very  siniple  treatment. 

"From  the  marijin  of  the  ulcer  strai«;ht  or  nearlv  straight 
lines,  broadest  at  the  ulcer  and  gradually  tapering,  diverge 
in  all  directions  somewhat  ol)liquely,  through  the  parenchyma 
to  the  deepest  layer.  They  never  give  off  branches.  The 
further  end  of  these  diverging  lines  are  connected  by  grayish 
intermediate  striiv,  of  llic  same  width  throughout,  and  run- 
ning at  right  angh's  to  tlicm.  If  present  all  around,  these 
intermediate  linear  opacities  form  a  complete  ring  of  the 
same  form  as  the  maririn  of    the    uicir.    but    situated  more 
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deeply,  and  3  or  4  mm.  distant  from  it.  Sometimes  a  smaller 
rins:  is  seen  between  the  outer  rins:  and  the  margin  of  the 
ulcer.  The  cornea  between  the  opaque  linear  opacities  here 
described  is  cloudy,  but  that  outside  of  the  outer  ring  is 
usually  of  normal  transparency.  An  ulcer  situated  in  the 
central  part  of  the  cornea  with  these  strife  well  developed, 
may  be  compared  in  appearance  with  a  spider's  web.  In 
all  of  the  cases  of  this  kind  seen  by  me  the  ulcer  was  at  least 
five  days  old.  I  have  never  seen  the  picture  develop  in  cases 
under  treatment.  The  opacjue  lines  gradually  disappeared  as 
the  ulcer  filled  up.  A  few  years  ago,  I  made  no  microscopic 
examination  of  the  exudation  on  the  ulcer,  but  have  done  so 
recently,  and  while  I  have  found  the  pneumococcus  usually 
present  in  the  progressive  cases,  I  have  been  able  to  find  but 
few  in  any  of  the  cases  presenting  the  above-described 
features.  I  think  I  am  justified  in  assuming  that  the  ulcer 
in  these  cases  has  ceased  to  be  progressive  and  that  any 
treatment  which  involves  further  destruction  of  tissue,  or  the 
danger  of  anterior  synechia?  is  entirely  unnecessary  and 
should  be  dispensed  with.  I  feel  so  sure  of  this  that  even 
in  the  cases  in  which  blennorrhea  of  the  sac  was  present  I 
have  done  nothing  more  in  the  way  of  surgical  procedures 
than  to  split  the  canahculus.  In  these  cases  the  symptoms 
of  the  irido-cyclitis  are  usually  not  very  severe,  and  the  hy- 
popion rarely  fills  more  than  the  lower  third  of  the  anterior 
chamber.  As  I  have  already  said,  such  cases  always  got  well, 
and  the  only  treatment  required  was  warm  fomentation  with 
boric  acid  solution  and  instillations  of  a  mydriatic.  In  all 
cases  I  was  able  to  break  up  the  posterior  synechine  by  a  1  or 
2  per  cent,  solution  of  sulphate  of  atropin,  repeated  often 
during  the  first  day  and  less  frequently  after  that.  In  most 
cases  I  have  tried  to  expedite  the  complete  cicatrization  of 
the  ulcer  by  gentle  massage  with  a  salve  containing  a  small 
quantity  of  the  yellow  oxide  of  mercury. 

"The  opaque  strife  here  described  and  regarded  by  me  as 
an  evidence  of  the  arrest  of  progress,  were  first  described, 
as  far  as  I  know,  by  Saemisch  in  his  famous  chapter  on  the 
diseases  of  the  cornea,  and  von  Michel  in  his  description 
of  the  serpiginous  ulcer  of  the  cornea  corroborates  what 
Saemisch  has  said  about  them.     Both  of  these  authors  de- 
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scribe  the  linear  opacities  as  of  common  occurrence  in  such 
ulcers,  but  neither  of  these  writers  look  upon  them  as  a  sign 
that  the  ulcer  has  entered  into  the  retrogressive  stage.  I 
have  seen  these  linear  opacities  so  often  that  it  seems  exceed- 
ingly strange  to  me  that  men  of  such  large  experience  as 
Fuchs,  Schirmer  and  Vossius  have  never  seen  the  intermediary 
lines  encircling  the  margin  of  the  ulcer.  I  may  mention  here 
that  I  have  been  unable  to  find  any  reference  to  these  linear 
opacities  in  the  description  of  serpiginous  ulcer  in  any  Amer- 
ican text-book.  Whether  or  not  the  diverging  opaque  lines 
are  due  to  folds  in  Descemet's  membrane,  as  Schirmer  seems 
to  think,  or  are  due  to  cell  infiltration,  as  is  held  by  Schmidt- 
Rimpler,  I  do  not  know;  their  similarity  in  appearance  to 
the  opaque  lines  diverging  from  the  corneal  wound  sometimes 
seen  after  cataract  extraction,  can  not  be  denied,  but  I  have 
never  seen  in  such  cases  the  ends  of  the  lines  connected  by 
the  intermediary  linear  opacities.  To  me  the  diverging  linear 
opacities  have  always  seemed  to  extend  obliquely  to  the  inner 
layer  of  the  cornea,  although  Schirmer  says  that  they  are  all 
in  the  same  place  and  in  the  deepest  layer.  I  may  say 
here,  in  passing,  that  I  have  seen  precisely  the  same  picture 
in  cases  of  so-called  abscess  of  the  cornea,  and  in  these  cases 
also  no  further  progress  was  noticed  after  the  development 
of  the  linear  opacities." 

Since  then  I  have  seen  many  other  cases  presenting  the 
features  above  described,  and  all  of  these  too  have  healed 
without  other  treatment  than  the  one  above  mentioned. 

My  object  in  referring  to  this  matter  once  more,  is  to  add 
to  the  above  the  result  of  a  further  study  of  the  infected  or 
hypopion  ulcer  of  the  cornea.  During  the  last  two  years,  I 
have  observed  that  in  the  cases  in  which  the  straight  diverg- 
ing greyish  lines  radiate  from  all  parts  of  the  margin  of  the 
ul(;er,  if  this  was  situated  in  the  central  part  of  the  coniea,  or 
from  the  margin  nearest  the  center  of  the  cornea,  if  the 
ulcer  was  situated  near  the  periphery  of  the  cornea,  did  as 
well  under  the  simple  treatment  of  warm  fomentation  of 
boric  acid  solution  and  instillations  of  a  solution  of  atropin, 
as  the  ulcers  in  which  the  straight  diverging  lincnr  ojjacities 
were  connected  by  the  greyish  intermediate  stria-,  descrilied 
in  Miy  tirst  paper.      In  ras«'s  in  which  the  greyish  linear  opac- 
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ities  were  seen  only  on  a  part  of  the  margin  of  the  ulcer  at 
the  time  the  case  came  under  observation,  I  have  usually 
resorted  to  this  same  simple  treatment  for  a  day  or  two,  and 
have  often  seen  the  stride  develop  from  the  parts  of  the  mar- 
gin which  was  free  from  them  when  first  seen,  and  further 
progess  was  arrested.  In  other  cases  of  the  same  class,  the 
ulcer  continued  to  progress,  and  the  margin  of  the  ulcer  from 
which  no  greyish  striiv  radiated  because  somewhat  raised  and 
of  a  yellowish  color,  and  from  here  the  ulceration  advanced. 
The  bacteriological  examination  in  many  of  these  cases  failed 
to  reveal  the  presence  of  pneumococci  or  other  bacteria  in 
the  scrapings  from  the  ulcer.  With  regard  to  the  involvment 
of  the  iris  and  the  ciliary  body,  these  cases  did  not  differ 
from  those  described  in  the  first  paper.  As  to  the  treatment 
of  the  cases  in  which  the  linear  opacities  above  described 
were  absent,  my  views  mav  be  found  in  the  paper  published 
in  the  Journal  of  tJie  American  Medical  Association,  of 
August  2,  1902. 


EXTEACTION    OF   ANTERIOR    CAPSULE    IN   CATA- 
RACT OPERATIONS— MORPHIA  HYPODERMIC- 
ALLY  IN  SIMPLE  EXTRACTION.* 

Bt  EUGENE  SXUTH,  M.D. 

DETROIT,  MICH. 

PRONE  as  we  mostly  are  to  the  easy  satisfaction  on  im- 
perfect evidence  and  to  rest  in  the  experientia  fallax,  I 
desire  only  to  lay  before  you  the  fruits  of  my  own  experience. 
Reo-ardinb:  the  extraction  of  the  anterior  capsule,  let  me 
refer  to  one  or  two  of  the  anatomical  features  of  the  capsule. 
The  anterior  capsule  is  twice  as  thick  as  the  posterior  capsule. 
Most  anatomists  consider  that  the  hyaloid  membrane  blends 
completely  in  front  with  the  posterior  capsule  of  the  lens, 
which,  in  fact,  represents  it.  There  are  other  anatomists 
who  think  differently.  If  such  were  the  case,  i.  e.,  if  the 
hyaloid  and  posterior  membranes  were  completely  blended, 
would  we  be  apt  to  extract  the  lens  in  its  capsule  without 
rupturing  the  hyaloid  and  getting  an  escape  of  vitreous? 
I  think  not. 

*Read  at  the  9th  meeting  of  The  American  Acaderaj-  of  Ophthalmology 
and  Oto-Laryngology  held  at  Denver,  Aug.  24th  to  26th,  1904. 
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Another  fact :  The  anterior  capsule  is  twice  as  thick  at 
the  anterior  pole  as  at  the  equator.  This  point  is  evidenced 
bj  a  bit  of  experience  which  has  probably  occurred  to  each 
of  you,  viz. :  When  we  have  wished  to  divide,  with  a  needle, 
a  secondary  cataract  that  is  somewhat  thicker  than  usual, 
we  have  observed  that  the  spot  directly  attacked  with  the 
needle  did  not  tear,  but  a  rent  occurred  in  a  portion  of  the 
capsule  toward  the  periphery,  and  we  failed  to  get  a  central 
opening. 

The  history  of  cataract  operations  and  the  very  great 
diversity  of  practice  in  dealing  with  the  capsule  among  differ- 
ent operators  is  abundant  proof  that  the  methods  in  common 
use  are  faulty  in  some  respect.  I  wish  to  advocate  the  ex- 
traction of  the  anterior  capsule  as  the  best  means  of  dealing 
with  the  capsule  in  any  form  of  cataract  extraction.  It  is 
not,  perhaps,  to  be  wondered  at  that  more  operators  are  not 
following  this  method,  when  we  consider  the  amount  of 
"cold  water"  thrown  upon  it  by  renowned  teachers  who  hold 
up  tiiat  "bete  noire"  dislocation  of  the  lens,  by  pressure  of 
the  forceps  in  an  attempt  to  seize  the  capsule.  Dislocation 
is  infinitely  more  apt  to  occur  with  the  cystitonie,  and  ])artic- 
ularly  if  the  capsule  is  thickened. 

Knapp,  some  years  since  (1892),  said:  "There  is  a  dark 
side  to  the  secondary  discission  of  the  capsule — I  mean  the 
appearance  of  glaucoma."  Others  have  noted  the  same,  as 
well  as  the  various  forms  of  uveitis,  etc. 

It  is  a  well  known  fact  that  seventy-live  or  more  per  cent, 
of  the  ordinary  cystitonie  operations  on  the  ca})sule  recjuire 
discissions  later.  Such  is  not  the  case  where  the  capsule  has 
been  removed.  In  my  experience  less  than  three  per  cent, 
require  subsc(|ucnt  discission:  licncc  the  fear  of  glaucouia 
and  the  other  serious  conditions  occasionally  following  dis- 
cission has  been  nearly  removed  from  my  practice. 

I  have  not  found  a  distinct  opacity  of  the  i)osterior  cap- 
sule, except  in  cases  where  some  degree  of  inHammatory 
reaction  followed  incomplete  toilet.  I  have  found  rather  a 
wrinklinir,  which  I  attribute  to  a  lack  of  clasticilv  of  the 
vitreous.  The  discission  of  this  wrinkling  I  lia\i'  cNcr  found 
simple  and  seldom  followed  with  inflammatory  reaction. 

Personal  ecjuation  cuts  but  very  little  tigure  in  the  use  of 
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the  forceps.  In  1891  (Sept.  6th  number  of  the  Journal  of 
the  American  Medical  Association)  I  published  an  article  on 
"How  to  Deal  with  the  Capsule,"  and  gave  to  the  profession 
a  forceps  which  I  had  devised  some  time  before,  and  which 
I  have  continued  to  use  in  all  of  my  catarapt  operations  since. 
In  less  than  one  per  cent,  of  my  cases  have  I  failed  to  grasp 
and  remove  a  large  segment  of  the  anterior  capsule,  and 
never  have  I  dislocated  a  lens  with  the  forceps.  Many  times 
I  have  removed  the  lens  in  its  capsule,  and  never  with  loss 
of  vitreous. 

In  a  classic  article  by  Landolt — "L'Operation  de  la 
Cataract  de  nos  jours"  (published  in  the  Archives  Ophthal- 
mologie  for  1892) — Landolt  speaks  favorably  of  my  forceps 
and  of  having  removed  a  lens  in  its  thickened  capsule  without 
loss  of  vitreous.  I  have  frequently,  in  cases  of  this  character, 
gently  loosened  the  lens  from  the  suspensory  ligament  by  a 
mild  circular  movement  of  the  entire  lens,  after  having 
grasped  the  capsule,  before  extraction. 

I  do  not  wish  to  convey  the  idea  that  I  never  have  loss  of 
vitreous  in  ordinary  cases.  I  do,  but  no  more  so  with  the 
use  of  the  forceps  than  in  former  y.ears  with  the  use  of  the 
cystitome.  My  particular  reason  for  using  the  forceps  has 
always  been  to  escape  the  necessity  for  and  danger  of  discis- 
sion, and  my  experience  in  several  hundreds  of  cases  during 
the  past  thirteen  or  fourteen  years  has  been  all  that  one 
would  wish  for. 

We  have  practically  all  experienced  difficulties  in  the  ex- 
traction of  Morgagnian  cataract  where  we  have  used  the  cyst- 
itome. A  slight  tear  of  the  capsule  permits  the  liquid  cortex 
to  escape,  leaving  the  nucleus  at  the  bottom  of  the  wrinkled 
capsule,  held  as  in  a  grasp;  all  endeavor  to  get  it  out  in- 
creases the  dangers.  It  has  been  my  fortune  to  have  had 
considerable  experience  in  this  class  of  cataract,  and  I  had 
troubles  of  my  own  with  the  old  cystitome  and  Greafe's 
knife,  used  to  cut  the  capsule.  Since,  however,  I  have  used 
the  capsule  forceps,  I  have  never  experienced  any  ditHculty, 
the  entire  extraction  being,  usualh',  simple. 

The  forceps,  as  made  for  me  by  Luer,  of  Paris,  contain 
four  teeth  on  one  blade  and  five  on  the  other.  The  teeth  are 
set  on  the  under  side  of  the  drop,  or  curved  portion  of  the 
blade,  and  only  the   points  of  the  teeth  made   sharp.     The 
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curve  is  located  about  2  mm.  from  the  ends  of  the  blades, 
and  is  1  mm.  in  extent.  The  curve  is  so  gentle  as  not  to 
interfere  with  the  introduction  of  the  forceps  into  the 
anterior  chamber.  The  blades  open  automatically  5  mm. 
When  the  teeth  are  closed  the  blades  are  1>2  mm.  apart, 
which  prevents  catching  or  bruising  the  iris.  As  the  teeth 
drop  into  the  pupillary  space  when  introduced,  there  is  no 
necessity  for  tilting  the  blades  and  thus  pressing  the  flap. 

Morphine  Jiypodermically  in  cataract  extraction. —  In 
Knapp's  Archives  for  1894,  page  85,  is  published  an  article 
written  by  myself  on  this  subject.  For  some  reason  I  feel 
that  it  has  not  met  with  the  frequency  of  use  it  merits.  As 
a  myotic  it  is,  in  length  of  action,  far  superior  to  eserine, 
and  the  liability  to  prolapse  of  the  iris  is  lessened  by  its  use. 

We  are  all  aware  of  the  fact  that  for  hours  after  a  cat- 
aract operation  patients  suffer  pain  or  discomfort,  and  the 
tranquility  so  desirable  is  many  times  wanting  on  this  ac- 
count. Then,  too,  the  discomfort  may  cause  unconscious 
efforts  to  keep  the  eyes  still,  which  may  also  produce  pro- 
lapse by  contraction  of  the  recti  or  pressure  of  the  orbicu- 
laris muscles.  A  cough,  too,  which  is  generally  considered 
objectionable,  is  easily  kept  within  bounds  b}'  the  morphine. 

Until  a  few  weeks  ago  1  have  never  known  morphia,  hy- 
podermically,  to  cause  vomiting.  I  think  in  this  case  it  was 
due  to  individual  idiosyncracy.  I  am  pleased  to  state  that 
the  vomiting  did  not  cause  a  prolapse,  and  the  patient  made 
a  good  recovery  with  a  central  pupil. 

The  sedative  effect  of  the  morphine  and  its  strong  myotic 
action  fultill  very  important  desiderata  in  simj^le  cataract 
extraction.  I  do  not  know  wliether  the  contraction  of  the 
pupil  is  due  to  the  sedative  action  of  the  morphine  upon  the 
sympathetic  nervous  system,  in  conse(|uencc  of  which  the 
capillary  vessels  of  the  iris  become  somewhat  engorged  and 
the  pupil  contracts  strongly,  or  that  a  stimulation  of  the 
motor  oculi  centers  causes  the  contraction.  Suflice  it  to  say, 
both  a  strong  miosis  and  a  sedative  effect  arc  produced.  I 
give  one-eighth  of  a  grain  immediately  after  the  operation, 
and  follow  it  once  in  three  hours  until  four  (tr  live  doses  are 
given.  Kscrinc  is  used,  as  usual,  mH hough  I  have,  many 
times,  depended  entirely  u|)on  the  morphine,  not  using  the 
eserine  at  all. 
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CONCERNING  THE  SAFEST  OPERATION  FOR 
SENILE  CATARACT.* 

H.  GIFFORD,  M.D. 
OMAHA,   XEB. 

WHEN  the  title  of  this  paper  was  sent  to  the  Secretary, 
I  was  experimenting  with  a  form  of  cataract  operation, 
which  I  fondly  hoped  would  prove  the  safest  yet.  Subse- 
quent experience  has  blighted  this  hope,  but  I  have  neverthe- 
less thought  it  worth  while  to  give  the  Academy  the  results 
of  my  experimentation,  together  with  such  conclusions  re- 
garding the  safest  operation  for  cataract  as  I  have  been  able 
to  draw  from  nineteen  years  of  an  average  practice. 

Some  twelve  years  ago  DeWecker  proposed  drawing  the 
loosened  conjunctiva  over  the  cornea  by  a  purse-string  suture 
in  most  cases  of  large  accidental  wounds  of  the  cornea,  and 
the  method  had  such  obvious  advantages  in  the  case  of  asep- 
tic wounds  that  after  using  it  for  several  accidental  wounds 
it  occurred  to  me  to  try  it  in  cataract  extractions,  when  the 
danger  of  secondary  infection  was  unusually  great;  or  where 
there  was  almost  a  certainty  of  loss  of  vitreous  unless  some 
extraordinary  method  of  closing  the  wound  were  adopted. 
The  purse-string  suture,  however,  had  the  disadvantage  of 
preventing  any  inspection  of  the  anterior  chamber  and  iris, 
beside  reducing  to  a  minimum  the  action  of  atropine  drops; 
hence  when  I  first  put  the  idea  into  practice,  in  1901,  I  used 
what  may  be  called  a  half  purse-string  suture;  the  conjunc- 
tiva being  dissected  back  from  the  upper  half  or  two-thirds 
of  the  limbus  only ;  the  stitch  however,  starting  below  the 
cornea  and  passing  clear  around  it.  When  a  stitch  of  this 
sort  is  tightened  the  conjunctiva  is  drawn  over  the  upper 
third  or  half  of  the  cornea  leaving  a  space  below  for  the  in- 
spection of  the  iris.  The  tirst  patient  on  whom  this  was 
tried  was  a  man  with  a  luxated  traumatic  cataract  with  T  +  2. 
The  stitch  was  put  into  position,  the  ordinar}-  incision  made, 
and  immediately  after  the  extraction  was  completed  the  thread 
was  tightened  drawing  the  conjunctiva  down  over  the  upper 
^4  of  the  cornea.     There  was  practically  no  reaction  and  the 

*Read  at  the  9th  meeting  of  the  American  Academy  of  Ophthalmology 
and  Oto-Iiaryngology  held  at  Denver,  August  24th  to  26th,  1904. 
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final  result  was  excellent.  In  this  case  I  made  the  mistake 
of  injecting  a  cocaine  solution  under  the  conjunctiva.  This 
made  the  flap  so  stiff  that  it  could  be  drawn  past  the  edge  of 
the  wound  only  with  difficulty.  In  subsequent  operations  of 
the  kind  I  used  adrenalin  freely  and  ansesthetized  by  touching 
the  conjunctJA'a  with  swabs  moistened  with  20%  cocaine. 

I  used  the  same  method  on  four  other  cases  of  dislocated 
cataract,  one  case  having  the  additional  complication  of  a 
purulent  dacryocystitis,  incurable  in  the  time  at  the  patient's 
disposal.  The  results  so  far  as  the  prevention  of  loss  of 
vitreous  and  infection  was  concerned,  were  perfect  in  all 
these  cases,  and  the  question  then  presenting  itself  was :  If 
this  procedure  gives  such  good  results  in  complicated  cases 
why  not  be  logical,  and  give  all  cases  the  extra  protection 
which  it  affords?  I  could  see  no  good  argument  against  the 
proposition  and  proceeded  to  use  a  slight  modification  of  the 
method  in  five  ordinary  or  only  slightly  dislocated  cataracts.* 
By  doing  so  I  hoped  to  accomplish  three  most  important 
things:  1st,  the  prevention  of  secondary  infection;  2nd,  the 
prevention  of  loss  of  vitreous  in  case  of  rupture  of  the  zonu- 
lar ligament,  either  before  or  at  the  time  of  the  operation; 
3rd,  a  prevention  of  iris  prolapse  by  the  additional  support 
which  the  tense  conjunctival  flap  gives  to  the  corneal  flap, 
thus    allowing    one    to    dispense    altogether    with   an   iridec- 

*  The  modification  consisted  in  using  instead  of  the  half-purse  string 
suture  a  single  simple  suture  passed  from  a  point  just  outside  the  middle 
of  the  loosened  conjun  -tival  flap  through  the  tlxed  conjunctiva  at  tiie  outer 
margin  of  the  cornea.  This  stitch  being  inserted  and  drawn  to  one  side 
before  the  incision  is  made,  when  tightened,  draws  tlie  conjunctiva  over 
the  upper  half  of  the  cornea  with  much  grenter  ease  than  any  other  stitch 
that  I  have  tried.  It  produces  a  pucker  which  can  be  excised  with  a  snip 
of  the  scissors.  This  gives  a  result  approximately  like  that  obtained  by 
the  method  of  Kuhnt,  but  is  simpler. 

I  do  not,  however,  give  it  mj^unqualillcd  approval,  because  in  one  case 
in  whicii  I  used  it  the  eye  was  lost  from  purulent  infection  of  the  vitreous, 
the  infection  starting  as  nearly  as  I  couUl  tell  at  the  stitch,  and  since  this 
me  hod  l)rings  the  thread  hole  nearer  to  the  angle  of  the  wound  than  the 
purse  string  or  lialf  purse  string  suture  it  may  be  safer  to  use  the 
former  as  has  been  recommended  by  Kllett,  or  a  partial  purse  string 
wliich  would  leave  only  the  lower  third  of  the  conjunctiva  attaclied,  and 
thus  combine  the  advantage  of  allowing  some  view  of  the  anterior  «'hamber 
witli  an  increa.sed  distance  between  the  stitch  and  tiie  angle  of  the  corneal 
woimd. 
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toray,  without  the  anxiety  which  has  hitherto  attended  the 
simple  operation. 

The  results  in  the  first  three  cases  were  ideal.  In  spite 
of  the  fact  that  the  new  technique  made  the  operation  longer 
than  usual,  there  was  absolutely  no  reaction  in  the  shape  of 
pain  or  congestion  of  the  iris  and  the  visual  results  were 
above  the  average.  The  stitch  caused  absolutely  no  discom- 
fort and  came  out  or  was  taken  out  on  about  the  sixth  day, 
and  the  conjunctival  flap  gradually  retracted  to  the  edge  of 
the  cornea.  In  one  of  these  eyes  a  preparatory  iridectomy 
had  already  been  performed,  but  in  the  other  two  a  round 
pupil  was  left.  Then  followed  in  swift  succession  two  infec- 
tions. In  the  first  there  was  a  slight  iris  prolapse  in  spite  of 
the  tense  conjunctival  flap.  To  be  .sure  the  prolapse  was  en- 
tirely protected  by  the  flap,  and  would  of  itself  have  caused 
no  inconvenience  nor  danger,  but  with  it  there  was  a  decided 
infection  of  the  anterior  chamber,  with  much  pain,  conges- 
tion and  exudative  iritis,  subsiding  under  salicylate  of  sodium 
in  the  course  of  two  weeks,  and  giving  after  a  discission, 
vision  =  20  100. 

The  fifth  patient  was  of  an  exceedingly  tranquil  disposi- 
tion and  although  on  the  fourth  day  there  seemed  to  me  to 
be  more  cono-estion  and  discharge  than  was  right,  he  com- 
plained  of  no  pain,  but  on  the  next  day  it  was  evident  that 
there  was  an  infection.  The  stitch  was  removed,  and  the 
edges  of  the  wound  and  the  anterior  vitreous  were  found  to 
be  purulent,  and  the  case  went  on  to  partial  necrosis  of  the 
cornea  with  mild  panopthalmitis,  and  the  eye  was  eviscerated. 
Thus  having  proved  to  my  entire  satisfaction  that  the  large 
conjunctival  flap  is  not  a  sure  preventative  either  of  secondary 
infection  nor  of  iris-prolapse  I  decided  that  until  some  further 
perfections  in  the  technique  should  make  it  safer  I  should 
reserve  it  for  cases,  in  which,  on  account  of  a  dislocated  lens 
or  some  incurable  infection,  the  dangers  of  the  ordinary  oper- 
ation for  cataract  would  be  extraordinarily  great.  The  fact 
that  all  of  these  large  conjunctival  flap  operations  including 
those  of  Kuhnt,  C.  H.  AVilliams,  EUett  and  Czermak  involve 
stitch  holes  through  the  membrane  which  we  can  never  de- 
pend upon  being  aseptic  may  always  prevent  anything  on  this 
principle  from  coming  into  general  use.     In  the  operation  of 
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Czermak  it  is  true  the  stitch  is  placed  at  considerable  distance 
from  the  wound,  and  might  be  dispensed  with  altogether,  but 
it  remains  to  be  seen  whether  the  difficulty  of  cleansing  the 
sub-conjunctival  pouch  of  soft  lens  matter  and  of  dealing 
with  iris  prolapses,  if  they  occur,  will  not  limit  the  applica- 
tion of  this  operation  also,  to  a  comparatively  narrow  field. 
The  operation  of  Czermak  is,  of  course,  a  direct  descendant 
of  the  operation  of  Desmarres  as  revived  by  Pansier,  in  which 
a  large  conjunctival  flap  is  made,  but  not  detached;  but  while 
this  operation  involves  no  stitching,  the  objections  already 
urged  against  Czermak's  operation  may  account  for  the  cool 
reception  which  it  apparently  has  received  in  its  French  home. 

Dismissing,  now  for  the  jtresent,  the  use  of  very  large 
conjunctival  flaps  with  one  or  more  stitches  as  a  routine 
measure,  a  brief  discussion  of  the  ordinary  small  conjunctival 
flap  may  not  be  out  of  place.  It  generally  goes  without 
question  that  if  the  operator  believes  in  making  his  incision 
far  enough  out  to  permit  such  a  flap  to  be  made,  it  should  be 
made  as  a  safeguard  againt  secondary  infection.  Personally, 
I  have  always  had  a  great  deal  of  faith  in  the  efficacy  of  these 
flaps,  and  at  one  time,  but  a  few  years  ago,  I  made  the  flap 
much  larger  than  is  commonly  done,  not  only  at  the  summit, 
but  at  the  angles  of  the  wound.  I  was  enabled  to  do  this  by 
making  subconjunctival  injections  of  cocaine,  as  has  also 
been  recommended  by  Koller,  producing  a  bleb  along  the 
whole  extent  of  the  proposed  wound,  but  I  became  convinced 
that  this  was  a  bad  practice,  the  artificial  a'dema  of  the  Hap 
apparently  interfering  with  its  ready  co-aptation  at  the  close 
of  the  operation.  1  have  accordingly  returned  to  the  use  of 
the  small  conjunctival  flap,  but  even  this  has  some  slight  dis- 
advantages, the  chief  of  these  being  that  even  when  turned 
forward  as  far  as  possible  such  a  flap  makes  it  less  easy  to  do 
clean  iridectomy ;  and  where  a  pr()lai)se  of  vitreous  occurs, 
it  is  a  distinct  hindrance  to  the  closure  of  Iho  wound.  11iese 
objections,  however,  do  not  seem  to  me  serious  enougii  to 
warrsint  giving  it  up. 

As  to  the  iridectomy,  wc  can  all  agrcf  thai  if  it  were  not 
for  the  danijer  of  iri>  |)rolapse,  extract i(»n  without  an  iridec- 
tomv  would  be  the  rule.  Hut  while  doing  the  simple  o|)er- 
ation  1  averaged   about    twenty    per   <'ent.   of    j)r()lapses,  pos- 


Safest  Operation  for  Senile  Cataract.  347 

sibly  because,  in  order  to  get  a  conjunctival  flap,  I  made  too 
peripheral  an  incision.  Wiiile,  therefore,  I  envy  the  results 
of  those  who  get  only  three  to  five  per  cent,  of  prolapses,  I 
have  ceased  trying  to  emulate  them,  and  make  an  iridectomy 
in  all  cases  of  senile  cataract. 

With  those  who  take  a  similar  view,  the  only  question 
then  is  whether  to  make  the  iridectomy  at  the  time  of  the 
extraction  or  as  a  preliminary  operation.  This  has  been 
threshed  over  a  good  many  times,  but  the  point  is  so  import- 
ant that  until  some  consensus  is  arrived  at  I  believe  it  should 
be  reviewed  occasionally.  The  chief  objections  to  the  pre- 
liminary iridectomy  are,  first,  that  it  involves  opei|mg  the 
eye  twice ;  to  this  it  may  be  said  that  a  simple  uncomplicated 
iridectoni}'  is  so  nearly  entirely  safe  that  the  increased  risk 
involved  by  it  is  almost  negligible.  Second,  that  it  involves 
greater  loss  of  time,  and,  if  the  patient  lives  at  a  distance, 
an  appreciably  greater  expense.  This  cannot  be  denied,  but 
if  on  other  grounds  it  is  decided  that  the  divided  operation 
is  safer,  it  seems  to  me  that  if  the  physician  is  in  doubt  as  to 
whether  the  increase  in  safety  more  than  counterbalances  the 
increase  in  expense,  the  patient  is  the  one  to  decide  which 
is  the  one  he  prefers.  In  favor  of  the  preliminary  iridec- 
tomy is  the  unquestionable  fact  that  the  slighter  the  trau- 
matism at  any  given  operation,  the  less  the  danger  of  infec- 
tion. With  the  iridectomy  out  of  the  way,  the  final  extrac- 
tion can  be  done  if  the  capsulotomy  is  made  with  a  knife, 
with  the  introduction  of  only  one  instrument  into  the  eye, 
with  a  minimum  of  traumatism,  bleeding,  pain  and  loss  of 
time.* 

Another   point  in   favor  of  the  preliminary    iridectomy, 
which  in  my  opinion  has  not  received  sufficient  attention,  is 


*One  great  advantage  of  the  simple  operation  over  the  combined 
extraction  as  commonly  done,  is  its  painlessness.  The  pain  experienced 
on  seizing  and  cutting  the  iris,  no  matter  how  much  cocaine  has  been 
dropped  in  the  conjunctival  sac,  unnerves  many  patients,  and  some  oper- 
ators; but  if  two  or  three  per  cent,  cocaine  be  injected  under  the  con- 
junctiva so  as  to  make  a  bleb  around  the  lower  half  of  the  cornea,  the  iris 
can  in  most  cases,  after  about  five  minutes,  be  seized  and  cut  without 
causing  any  pain.  1  formerly  made  this  injection  around  the  upper  half 
of  the  cornea,  thus  accomplishing  the  same  purpose  even  more  quickly, 
but  as  before  mentioned  have  given  this  up  on  account  of  its  terdency  to 
nterfere  with  rapid  co-aptation,  or  adhesion  of  the  conjunctival  tlap. 
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the  lessened  danger  of  small  prolapses.  This  point  has  been 
urged  especially  by  Aubineau,  and  is  a  very  important  one. 
These  slight  prolapses  are  so  common,  when  the  iridectomy 
is  done  at  the  time  of  the  extraction,  that  Hirschberg,  in  a 
discussion  of  the  subject,  remarked  that  prohipse  was  as 
common  with  the  combined  operation  as  with  the  simple  one. 
This  statement,  while  it  may  be  literally  accurate,  is  not 
entirely  candid,  because  most  of  these  prolapses  are  so  well 
concealed  that  they  cause  no  disturbance;  but  it  happens 
every  now  and  then  that  a  small  prolapse  at  one  end  of  the 
wound  is  a  most  troublesome  thing  and  occasionally  leads  to 
sympathetic  ophthalmia,  more  often,  perhaps,  than  the  larger 
prolapses,  which  occur  with  the  simple  operation.  When  the 
iridectonn'  is  done,  however,  the  angles  of  the  coloboma 
become  attached  at  the  periphery  of  the  anterior  chamber, 
so  that  when  the  extraction  is  made  the  iris  very  seldom 
prolapses.  In  fact,  I  have  never  seen  any  difficulty  from 
this  cause  after  the  divided  operation.  In  view  of  these 
considerations  I  cannot  help  feeling  that  if  I  had  a  cataract 
myself,  I  should  want  it  operated  with  a  preliminary  iridec- 
tom}^  and  doubtless  many  of  you  remember  the  occasion  at 
a  meeting  of  the  British  Ophthalmological  Societv,  when  the 
question  was  asked  if  there  was  any  one  present  who  would 
not  prefer  this  operation  for  his  own  eye,  and  no  one  re- 
sponded. 

The  custom  seems  to  be  with  those  who  believe  in  the 
preliminary  iridectomy  to  recommend  this  to  patients  who 
have  but  one  eye,  but  not  otherwise.  I  have  never  been  able 
to  see  why  we  should  not  give  a  person  with  two  eyes  as  good 
a  chance  for  the  first  eye  as  for  the  second,  and  I  conse- 
quently recommend  the  divided  operation  to  all  patients. 
Making  it  clear  where  the  patient  has  two  good  eves, 
and  the  (juestion  of  time  and  expense  is  of  great  moment, 
that  while  I  should  |)ref('r  the  divided  operation  if  it  were 
my  own  eye,  the  difference  in  the  risk  between  the  divided 
and  the  combined  operation  is  not  great,  and  allowing  him  to 
make  the  choice ;  but  where  the  patient  has  only  one  good 
eye,  I  urge  the  divided  operation  without  (|ualitiiation. 

In  doing  the  divided  operation,  however,  one  nnist  avoid 
the  Icniptatinn  to  suit  the  |)!it icnl 's  conveuience  and  i)urse  by 
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making  the  extraction  too  soon  after  the  iridectomy.  There 
can  be  no  rule  about  the  length  of  time  which  should  elapse 
between  the  two  operations.  Occasionally  an  eye  is  as  ready 
a  week  after  the  iridectomy  as  it  ever  will  be,  but  in  some 
cases  it  is  better  to  wait  two  months,  and  it  is  always  imper- 
ative, in  order  to  decrease  the  risk  to  the  minimum,  to  put 
off  the  extraction  until  every  sign  of  increased  discharge  and 
irritability  has  entirely  disappeared. 
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A.  Stanford  Mortox,  F.R.C.S.,  Vice-President,  in  the  Ciiair. 
Thursdaii,  October  2 0th,  1ft 04. 

Blood  SuprLY  of  the  Optic  Disc  . 

Mr.  Nettleship  communicated  Notes  on  the  Bloodvessels 
of  the  Optic  Disc  in  certain  mammals  (18  species),  and  a 
few  marsupials  (3  species);  no  monkeys  were  included. 
The  eyeballs  were  sent  to  him  by  Mr.  F.  E.  Beddard,  F.R.S., 
from  the  post-mortem  room  of  the  Zoological  Gardens.  The 
observations  were  based  on  the  microscopical  examination  of 
both  transverse  and  longitudinal  sections  of  the  optic  disc, 
and  the  contiguous  parts  of  the  optic  nerve.  It  was  found  in 
many  mammals  that  the  retina  was  almost  entirely  supplied 
by  arteries  derived  from  the  choroidal  system — cilio-retiual 
vessels — that  reach  the  retina  by  passing  round  the  sclero- 
choroidal  border  of  the  disc.  Ophthalmospically  this  ar- 
rangement often  (as,  for  instance,  in  the  carnivora)  caused 
an  appearance  somewhat  like  that  of  a  deep  glaumatous 
cupping,  and  such  cupping  had  been  stated  by  Lindsay 
Johnson  to  be  present  in  these  eyes.  Pmt  no  cupping  was 
found  in  any  of  the  eyes  examined  microscopically  bv 
the  author  of  the  present  paper,  nor  was  the  assumption 
of  cupping  necessary  in  order  to  account  for  the  appearance. 
Another  interesting  observation  was  that  even  when  the  cilio- 
retinal  vessels  carried  virtually  the  whole  retinal  sui)ply,  the 
central  artery  was  seldom,  if  ever,  quite  absent,  though  often 
reduced  to  a  minute  vessel  entering  the  optic  nerve  close  to 
the  eye.  In  sonic  species  such  a  minute  arteria  centralis 
became  much  enlarged  at  the  lamina  cibrosa  by  tributaries 
from  choroid  or  sclerotic,  the  short  trunk  thus  formed  l)reak- 
ing  up  almost  imnu'diately  in  the  disc  for  distril)ntion  lo  the 
retina;  and  ophthalmoscopic  examination  of  such  an  eye 
would   naturally  lead   to    the    erroneous  coiu-lusion  that   the 
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supply  was  from  a  large  arteria  centralis  as  in  man.  Various 
other  points  were  alluded  to.  The  paper  was  illustrated  bv 
microscopical  drawings. 

Bactekiologv  of  the  Cox.tuxctiva. 

A  paper  on  the  Bacteriology  of  the  Conjunctiva  was  read 
by  Dr.  W.  B.  Inglis  Pollock,  in  which  he  reviewed  and 
analyzed  204  cases  of  conjunctivitis  in  which  a  bacteriological 
examination  had  been  made.  There  were  145  cases  of  acute 
muco-purulent  conjunctivitis,  including  the  acute  contagious 
conjunctivitis  of  Weeks.  Of  these,  108  were  due  to  the 
Week's  bacillus,  7  to  Morax's  bacillus,  1  to  pneumococcus, 
2  to  gouococcus,  and  6  to  staphyloccus  pyogenes  aureus. 
There  were  3  of  mixed  infection,  and  18  gave  indetinite  or 
negative  results.  In  20  cases  of  subacute  conjunctivitis 
(Morax),  the  diplobacilli  were  found  14  times.  Week's  bacil- 
lus once,  and  there  were  5  indetinite  or  negative  results.  In 
9  cases  of  purulent  conjunctivitis  4  were  due  to  the  gono- 
coccus,  3  to  Week's,  one  to  pneumococcus,  and  one  mixed 
with  bacillus  subtilis.  In  10  cases  of  ophthalmia  neonatorum, 
gonococci  were  found  eight  times,  pneumococcus  once,  and 
once  the  result  was  negative.  One  case  of  membranous 
conjunctivitis  was  due  to  staphylococcus  pyogenes  aureus. 
Several  other  cases  completed  the  series.  The  general  svmp- 
tomatologv  of  the  forms  associated  with  individual  orofanisms 
was  discussed,  and  cases  rehited  bringing  out  special  points. 
The  advantage  of  a  bacteriological  examination  of  the  con- 
junctiva prior  to  operation  was  illustrated  by  some  cases. 
Cases  of  phlyctenular  conjunctivitis  only  showed  staphylo- 
coccus pyogenes  aureus  or  the  xerosis  bacillus,  and  these, 
and  especially  the  latter,  were  innocuous  in  the  conjunctiva  of 
almost  all  cases.  They  were  consequently  reduced  to  the 
theory  of  an  endogenous  origin,  and  Bruns  had  shown  that 
by  infecting  sterihzed  tubercle  bacilli  into  the  arterial  system 
he  could  obtain  nodules  very  like  phlvctenula^.  It  was  not 
possible  yet  to  adopt  a  pure  bacteriological  classification  of 
conjunctivitis,  but  such  was  coming  nearer.  For  ascertaining 
the  presence  of  gonococci  a  bacteriological  examination  was 
essential,  and  it  should  be  carried  out  in  all  cases  of  mem- 
branous conjunctivitis.     The  paper  was  illustrated  by  lantern 
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slides  which  had  been  prepared  for  a  course  of  lectures  given 
by  Dr.  Freeland  Fergus. 

Demonstration  . 

Mr.  Bishop  Harman  demonstrated  a  new  ophthalmo- 
scope; Mr.  E.  E.  Maddox  showed  some  pigmy  needles  for 
suturing  cataract  wounds,  and  some  delicate  electric  connec- 
tions for  use  after  cataract  extraction. 
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SOME   CASES   OF    UVEITIS    DUE    TO    ACCESSORY 
SI^XS  DISEASE. 

By  H.  M.  fish,  M.D. 

NEW  ORLEANS,   LA. 

THE  accessory  sinuses  communicate  with  the  nose  by 
small  openings,  those  for  the  antrum,  frontal  sinus  and 
anterior  ethmoidal  cells  being  situated  in  the  middle  meatus 
under  the  middle  turbinate  bone.  A  nasal  inflammation  or 
corvza,  attendant  upon  any  infectious  disease,  influenza, 
whooping  cough,  scarlet  fever,  etc.,  or  an  ordinary  cold, 
may  inyade  the  sinuses  direct  or  it  may  so  congest  the  mucous 
membrane  lining  the  canals  or  the  adjacent  parts,  as  to 
occlude  the  openings  and  shut  off  nornud  drainage  or  yentil- 
ation  and  so  eventuate  in  a  sinusitis.  Nature  may  wholly 
relieye  this  condition,  after  a  mucopurulent  discharge  of 
longer  or  shorter  duration,  there  may  be  a  complete  res(i- 
iatio  ad  inttgrum.  or  it  may  pass  into  the  subacute  or  latent 
stage,  when  any  additional  cold  or  coryza  from  any  cause 
would  produce  an  acute  attack  or  exacerbation.  These  acute 
attacks  or  exacerbations  cause  an  increased  secretion,  pent 
up  in  the  occluded  bony  cavity,  the  pressure  on  the  delicate 
nerve  endings  causes  the  intense  neuralgic  pains  localized  at 
the  cavity  or  often  variously  reflected  about  the  head,  on  the 
same  side,  and  they  also  cause  passive  orbital  hyperemia  or 
endorsement  (Ziem's  theory,  Uber  Einschrankuns:  des  Ge- 
sichtsfeldes  bei  Erkrankungen  der  Nase  und  ihre  Nebenhohlen, 
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Berl.  Klin,  Wochenschrift,  1888,  No.  37,  und  Deutsche 
med,  Wochenschrift,  1889,  No.  5),  as  the  vessels  draining 
the  mucous  membrane  lining  the  nasal  and  pneumatic  cavities, 
the  vasa  supraorbitalia,  frontalia,  ethmoidalia,  and  ophthal- 
mofacialia,  drain  principally  into  the  vena  ophthalmica. 
(Gurwitch,  Uber  die  Anastomosen  zwischen  den  Gesicht's 
und  Orbitalvenen,  v.  Graefe's  Archiv,  Vol.  XXIX,  No.  4.) 
This  passive  orbital  hyperemia  could  readily  cause  a  venous 
stasis  or  an  cedematous  condition  in  the  retina,  chorioid, 
ciliary  body,  iris,  etc.,  hence  an  iritis,  papillitis,  cyclitis,  or 
m  general  terms  a  uveitis. 

Case  No.  I. — Lady,  37  years  old,  first  visit  November 
3rd,  1903.  Patient  complained  of  poor  vision  in  the  left  eye, 
which  she  first  noticed  about  six  weeks  previously.  Up  to 
that  time  her  vision  had  always  been  good;  she  had  never 
had  any  trouble  on  the  part  of  her  eyes  and  had  never  worn 
glas^es.  Status  prsesens  R.  E.  normal,  media,  fundus,  etc., 
with  +.75  V.=^yio;  L.  E.  outward  appearance  normal, 
V.=Yio,  pupil  reacts,  no  posterior  synechia}  or  evidence  of 
an  iritis.  Under  homatropine,  punctate  keratitis,  fine  fixed 
opacities  and  delicate  strise  in  the  vitreous,  a  white  patch,  a 
little  larger  than  the  papilla,  w'as  situated  near  the  macula 
lutea  above  and  external  to  it.  Papilla  hypera'mic  and  a 
general  cedenuitous  condition  of  the  fundus.  Several  months 
before  she  had  had  the  gri[)pe  and  since  then  she  suffered 
from  occasional  attacks  of  dizziness,  i)hotophobia,  inability 
at  times  to  use  her  eyes  for  near  work,  though  there  were 
intervals  when  close  application  caused  no  discomfort.  She 
frequently  had  sharp,  shooting  pains  in  and  about  the  eyes 
and  in  the  orbital  region,  and  a  dull,  heavy,  nearly  constant 
pain  or  full  feeling  in  the  forehead,  aggravated  by  leaning 
forward,  and  which  was  regularly  very  marked  at  each  men- 
strual period,  though  j)revious  to  the  attack  of  the  grijipe, 
she  had  not  suffered  with  licadnclu"  at  that  time.  This 
history  is  very  suggestive  of  an  inllammation  of  the  frontal 
sinus  ;  the  attacks  of  photophobia  and  accommodative  failure, 
due  to  a  i)arctic  sj)hincter  iridis  and  ciliary  muscle,  with 
intervals  of  complete  relief  finm  these  s^lnptonls.  the  oc- 
casional vertigo  and  the  pains  in  and  alxuit  the  eyes  and  the 
heavy  feeling  in  the  forehead,  worse  on  leaning  forward,  and 
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with  its  regular  aggravation  at  the  menstrual  period,  all  of 
which  were  sequelse  of  the  grippe,  a  frequent  setiological 
factor  of  sinusitis,  all  pointed  to  an  acute  inflammation  of  an 
accessory  sinus,  consequent  to  the  grippe,  which  had  devel- 
oped into  a  subacute  or  latent  condition  with  occasional  ex- 
acerbations. Pressure  on  the  lower  wall  of  the  frontal  sinus, 
well  back  in  the  orbit,  revealed  marked  tenderness.  The 
middle  turbinate  was  swollen,  red  and  sensitive  to  the  touch 
of  the  probe,  even  after  cocainization.  No  discharge  or  his- 
tory of  a  discharge.  Diagnosis,  uveitis  due  to  frontal  sinu- 
sitis. After  cocainizing  the  middle  meatus,  the  fronto-nasal 
canal  was  probed,  rough  or  necrosed  bone  was  felt  with  the 
tip  of  my  probe.  The  next  day  a  polyp  was  removed  from 
the  middle  meatus.  Patient  was  put  on  small  doses  of 
potassium  iodide.  In  order  to  insure  permanent  drainage  of 
the  cavity,  the  anterior  end  of  the  middle  turbinate  was 
amputated  and  the  sinus  syringed  a  few  times,  obtaining  a 
purulent  discbarge,  and  on  the  establishment  of  free  drain- 
age, the  pains,  feeling  of  pressure  and  fullness  in  the  head, 
dizziness,  etc.,  disappeared  There  was  no  marked  change  in 
the  vision;  the  patient  said,  however,  she  could  see  better. 
She  returned  to  her  home  in  the  country  and  reported  again 
in  January.  The  cavity  was  still  discharging;  she  said  it 
soiled  her  handkerchiefs,  and  there  had  been  no  return  of 
the  old  distressing  symptoms.  Y.  was  Yio,  no  keratitis 
punctata  or  oedema  of  the  fundus  and  the  fine  opacities  in 
the  vitreous  were  not  so  abundant.  In  A})ril  she  reported  a 
slight,  almost  continual  discharge  of  whitish  secretion  from 
the  left  nostril,  but  now  and  then  it  had  ceased  when  there 
had  been  a  return  of  the  frontal  pains,  asthenopia,  etc., 
which  disappeared  immediately  on  the  return  of  the  dis- 
charge. The  patient  had  noticed  the  coincidence — complete 
relief  while  there  was  a  nasal  discharge.  Once  the  cessation 
occurred  at  the  menstrual  period  when  the  frontal  pains  were 
severe,  the  only  time  she  had  suffered  at  that  period  since 
treatment  of  the  frontal  sinus. 

Case  No.  II. — Man,  age  23,  came  May  4th,  1904,  com- 
plaining of  dim  vision  in  the  left  eye,  first  noticed  three  or 
four  weeks  previously.  He  had  visited  an  eye,  ear,  nose  and 
throat  hospital  where   "drops"    that   dilated   the   pupil   had 
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been  instilled,  medicine  prescribed  to  be  taken  three  times  ti 
day,  probably  potassium  iodide,  and  he  was  told  to  return  in 
two  weeks.     The  patient  lived  in  the  country. 

The  left  eye  appeared  normal  in  outward  appearance,  there 
being  no  marked  ciliary  or  conjunctival  injection.  Punctate 
deposits  on  posterior  layer  of  cornea;  })upil  fully  dilated,  no 
posterior  synechifB ;  lens  clear;  fine  stria*  and  fixed  opacities 
in  the  vitreous,  papilla  redder  than  normal,  and  a  general 
oedematous  condition  of  the  fundus.  V.  Yqo,  not  improved 
by  any  lenses.  No  astigmatism.  There  was  no  redness  or 
oedema  or  pain  in  the  surrounding  parts.  Right  eye  normal. 
No  history  of  syphilis,  rheumatism,  or  any  severe  illness. 
The  fact  that  this  was  unilateral  and  there  was  no  constitu- 
tional ailment  would  indicate  that  the  trouble  was  purely 
local.  About  three  weeks  before  he  had  had  a  severe  cold, 
when  he  suffered  with  pain  in  his  forehead.  On  being  asked 
where  the  pain  was  located,  he  indicated  the  upper,  inner 
orbital  angle,  left  side,  and  said  the  pain  had  been  deep  down 
in  the  bone.  Pressure  well  back  on  the  superior  orbital  wall, 
under  the  frontal  sinus,  revealed  some  tenderness.  Nasal 
examination  showed  a  hyperfemic  condition  in  the  upper 
passages  and  the  middle  turbinate  was  swollen  and  soggy. 
No  nasal  secretion.  Diagnosis:  uveitis,  probably  due  to 
frontal  sinusitis.  The  middle  meatus  was  cocainized,  the 
fronto-nasal  canal  entered  first  with  a  probe,  then  with  a  fiiu' 
silver  canula  and  some  water  injected  into  the  sinus.  The 
following  day  there  was  a  serous  secretion  in  the  middle 
meatus.  He  was  treated  as  before,  but  I  did  not  see  the 
patient  for  two  or  three  days,  as  I  was  taken  ill  myself.  lie 
called  at  my  residence  and  said  he  could  see  better  with  his 
left  eye,  but  I  took  into  consideration  the  fact  that  the  effect 
of  the  atropine  was  passing  away,  and  made  due  allowance  for 
the  patient's  anxiety  to  see.  As  I  was  satistied  that  the  sinus 
had  been  reached  and  was  discharging,  the  patient  was 
allowed  t«>  go  lionic  with  instructions  to  return  at  once  if 
there  was  another  acute  attaeU.  In  al)out  a  week  I  scMit  for 
him  and  he  came  immediately.  lie  reported  that  he  could 
.see  a  great  deal  better;  .said  he  could  tell  the  lime  In  his 
watch.  Ili.s  vision  wa.s  '/j,  under  iiomatropine,  with-f  .^Hns, 
it  was    th(>   sam'e.      There   was    no    punctate    keratitis,    every 
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spot  had  disappeared;  in  the  vitreous  there  were  still  a  few 
minute  opacities,  but  the  delicate  stria?  were  ahiiost  entirely 
gone.  The  fundus  was  normal  in  appearance,  with  the  ex- 
ception of  two  minute  white  streaks  or  lines,  one  above  the 
macula  not  close  enoug-h  to  effect  central  vision,  but  the 
other  extended  from  near  the  papilhi  directly  through  the 
macular  region. 

The  pathological  condition  in  this  patient's  eye  had  existed 
three  or  four  weeks  previous  to  the  time  of  his  first  visit.  He 
had  had  his  cold,  a  common  cause  of  frontal  sinusitis,  and 
the  accompanying  pains  six  weeks,  and  he  had  noted  the 
dimness  of  vision  three  weeks  previously.  I  think  that  the 
result  would  have  been  a  much  better  one  had  he  received  the 
treatment  sooner;  the  formation  of  the  white  streak,  affect- 
ing the  central  vision,  might  have  been  prevented. 

This  patient  did  not  have  the  severe  frontal  pain,  last- 
ing for  days,  that  generally  accompanies  sinusitus ;  but  pro- 
nounced pain  is  not  a  sine  qua  non  by  any  means.  In  several 
of  \\\y  cases  of  sinusitis  this  symptom  was  not  prominent 
and  it  was  onlj  obtained  by  questioning  the  patient.  There 
may  be  nothing  more  than  a  heavy  dull  feeling  in  the  fore- 
head, and  then  some  patients  will  not  admit  that  there  is  any 
pain.  Martin  (Bull,  et  me'moires  de  la  Societe  Francaise 
d'Ophtalmologie,  1894,  p.  157)  reported  a  case  of  lid 
cedema,  chemosis,  orbital  abscess  with  displacement  of  the 
globe  and  V.  reduced  to  ability  to  count  fingers  at  one  metre 
distance,  due  to  frontal  empyema.  "Visual  affections  in 
cases  of  frontal  sinusitis,  but  little  studied  as  yet,  are  very 
rare,  and  are  found  only  in  the  presence  of  an  orbital  tumor."' 
(A  review  of  the  literature  would  have  shown  the  error  of 
the  last  statement.)  The  most  noteworthy  observation,  how- 
ever, that  jNl.  makes  is  the  following:  "A  case  of  frontal 
sinusitis  may  exist  without  either  local  pain  or  appreciable 
muco-purulent  (nasal)  flow.  In  the  absence  of  these  two 
symptoms,  considered  constant  by  all  classical  authors,  I  was 
led  to  make  an  error  in  diagnosis,  committed,  however,  by 
all  the  members  of  the  society  as  well  who  had  seen  the  case." 
(The  patient  had  been  presented  to  the  society  for  diagnosis 
some  time  previously.) 

The  diagnosis  of  sinusitis  in  this  case  was  determined  bv 
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ihe  pain  in  the  frontal  region  at  the  time  of  his  cold,  which 
preceeded  the  failure  of  vision,  and  the  unilateral  orbital  as 
well  as  nasal  hyperemia,  the  former  shown  by  the  cedematous 
condition  of  the  fundus,  the  reddened  disc,  indicating  chori- 
oidal  In-perannia,  and  the  cycHtis,  evidenced  by  the  punctate 
spots  on  the  cornea;  and  ciliary  involvement  itself,  ciliary 
paresis,  is  a  very  frequent  and  characteristic  symptom  of 
sinusitis.  Moreover,  the  result  obtained  by  the  treatment  is 
further  evidence,  and  I  think  that  that  was  due  to  draining 
the  sinus,  which  removed  the  cause  of  the  orbital  hyperiiemia, 
rather  than  to  the  few  (to  be  exact,  six)  ounces  of  interna 
medication  taken. 

Case  No.  III.— Mr.  C,  age  al;  first  visit  June  16th,  1904. 
Patient  is  a  well  preserved  man  Avith  no  history  of  constitu- 
tional trouble.  Left  eye,  myopic  and  divergent  since  child- 
hood: has  but  slight  vision,  moving  hand  noticed  only  in 
risfht  field,  but  fingers  not  counted.  Patient  sees  clouds  and 
specks  continually  moving  across  the  field,  due  to  many  float- 
ing opacities  in  the  vitreous.  Eight  eye,  outwardly  normal 
in  appearance;  cornea  clear;  pupil  a  trifle  enlarged  and  con- 
tracting but  little  to  light;  few  pigment  spots  on  anterior 
capsule  from  an  old  iritis.  No  opacities  in  the  lens  or  vitreous. 
The  fundus  showed  a  disseminated  chorioiditis  and  retinitis 
with  fine  pigment  deposits,  no  heapings,  scattered  here 
and  there  throughout  the  fundus,  more  abundant  in  the 
periphery,  resembling  a  retinitis  pigmentosa.  Several  minute 
stellate  spots  of  pigment  concealed  the  contracted  retinal 
vessels,  showing  it  to  be  retinal  pigment.  In  the  macular 
region  there  was  a  white  patch  the  size  of  the  })apilla  and 
several  yellowish  dirty  spots.  The  chorioidal  vessels  and  the 
intervascular  pigment  spaces  were  very  distinct  throughout 
the  fundus,  in  the  macular  region  especially  the  vessels  were 
nearly  white  and  very  plain  against  the  pigmented  background. 
Pajjilla  pale.  The  field  showed  an  absolute  central  scotoma 
and  slight  concentric  contraction  for  white.  Patient  said 
that  although  tlic  vi-ioii  of  the  left  eye  had  always  l)een  poor, 
still  everything  iiad  been  clear,  there  had  been  no  shadows 
cro.ssing  before  the  eye,  and  the  vision  of  the  right  eye  had 
always  been  good  until  1898,  when  lie  had  a  severe  attack  of 
the  grippe,  during  which  both  eyes  were  very  greatly  inflamed, 
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"looked  like  raw  beef,"  and  he  suffered  frightfully  for  sev- 
eral weeks  with  frontal  pahi.  He  was  treated  by  an  oculist 
who  used  packs,  leeches,  etc.,  and  who  told  him  the  pain  was 
caused  by  the  inflamed  condition  of  his  eyes.  Patient  said 
that  the  pain  in  his  forehead  was  that  excruciating  that  he 
thought  he  would  go  mad.  After  the  acute  attack  subsided, 
in  addition  to  his  poor  vision,  he  still  suffered  with  ocular 
and  orbital  pains  which  at  times  were  very  severe.  He  was 
treated  by  an  oculist  for  a  year  without  either  visual  in)prove- 
ment  or  relief  from  the  frontal  pain.  Two  years  ago  or  more 
he  consulted  another  oculist,  and  was  also  examined  by  a 
rhinologist  about  the  same  time,  who  made  a  negative 
report.  Patient  said  the  rhinologist  told  him  that  he  did  not 
find  anything  in  his  nose.  Later  on  he  tried  the  X-ray  treat- 
ment, but  without  relief,  and  he  now  wants  to  know  if  any- 
thing can  be  done  to  help  his  vision  and  relieve  him  of  the 
attacks  of  frontal  neuralgia  and  continual  feeling  of  fullness 
and  pressure  in  his  forehead. 

As  the  above  history  was  very  suggestive  of  sinu>itis,  I 
examined  his  right  nostril  which  appeared  normal,  save  the 
middle  turbinate  which  was  ensrorged ;  on  its  external  wall, 
towards  the  middle  meatus,  there  was  granulation  tissue, 
and  in  the  meatus  itself  granulation  tissue  and  what  appeared 
to  be  small  polypi.  On  exploring  the  metus  with  the  probe 
there  was  a  feeling  of  soft  movable  tissue  which  bled  very 
easily.  There  was  no  nasal  secretion.  Diagnosis:  Right 
eye,  an  old  choroiditis,  retinitis  and  iritis;  left  eye,  an  in- 
flammatory process,  similar  to  that  in  the  right,  and  resulting 
in  liquefaction  of  the  vitreous,  both  probably  due  to  an  acute 
inflammation  of  an  accessory  sinus  caused  by  the  grippe  in 
1898,  the  subsequent  pain  and  feeling  of  pressure  and  fullness 
in  the  head  due  to  exacerbations  of  the  latent  sinusitis.  I 
probed  the  right  fronto-nasal  canal.  The  next  visit,  four 
days  later,  the  patient  volunteered  the  information  that  on  the 
right  side  he  was  relieved  from  the  old  feeling  of  pressure  or 
fullness,  there  was  no  pain,  there  was  a  marked  contrast 
between  the  the  right  and  left  side,  "the  feeling  of  embarrass- 
ment was  relieved,"  and  that  he  had  been  blowingr  a  white 
discharge  from  his  right  nostril.  Examination  showed  a 
muco-puruleut  secretion  coming  from  the  right  middle  meatus, 
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from  which  I  removed  two  small  polypi,  which,  in  this  location, 
Griinwald  (Die  Lehre  von  den  Naseneiterungen,  p.  80,  181)6, 
Miinchen)  considers  to  be  pathognomonic  of  an  inflamma- 
tion of  an  accessory  sinus. 

Patient  was  told  not  to  expect  any  improvement  in  vision 
from  treatment  but  that  it  might  relieve  him  of  his  frontal 
neuralgia.  The  left  frontal  sinus  was  treated  with  the  same 
result.  The  patient  called  but  once  or  twice  more,  as  I  again 
told  him  not  to  expect  any  improvement  in  vision.  On 
August  18,  about  two  months  after  he  received  the  treatment 
of  the  sinuses,  he  called  and  reported  relief  from  the  old 
neuralgic  pains. 

The  following  case,  although  it  is  but  a  typical  one  of 
severe  irido-cyclitis,  is  uni(|ue,  as  I  am  satisfied  after  a  thor- 
ough search  of  Nagel's  Year  Book  of  Ophthalmology  that  a 
similar  case  has  never  been  published. 

Case  lY.— Mr.  G.,  age  27,  first  visit  June  i)th,  1904.  A 
week  previous  his  left  eye  felt  as  though  there  was  something 
in  it  and  the  following  day  it  became  red  and  pained  him. 
Some  local  treatment  had  been  used,  but  the  eye  liecame 
more  inflamed.  There  was  dimness  of  vision,  photophobia, 
and  the  pain,  both  in  the  ball  and  bone  over  the  eye,  became 
much  worse.  History  good.  Examination :  Slight  cedema 
of  both  lids,  lacrimation,  severe  episcleral  injection,  iris 
darker  than  the  other  and  sluggish  in  reaction,  no  synechi.'e. 
Under  homatropine,  keratitis  punctata  on  lower  half  of 
cornea;  lens  and  vitreous  clear,  and  no  fundus  changes 
noticeable,  save  a  hypenemic  papilla.  Severe  pain  in  and 
about  the  ball  and  in  the  frontal  bone.  Pressure  under  the 
lower  sinus  wall  painful.  The  nasal  examination  showed  the 
lower  and  middle  turbinates  hyperivmic.  No  nasal  secretion, 
past  or  present.  Patient  was  nn'opic  in  each  eye.  \'.  with 
correction,  K.  eye  'Vi,,;  L.  eye  'Yiq.  Diagnosis:  Irido- 
cyclitis: and  although  the  nasal  examination  was  practically 
negative  and  the  severe  trigeminal  pains  were  but  character- 
istic of  an  iritis,  and  although  the  case  of  iritis  due  to  a  frontal 
sinusitis  published  by  Ziem  (Iritis  bei  Eiterung  der  Nase  und 
ihrer  Nel)enh(»hl('n,  Zcntralblatt  f.  Augenheilkunde.  1SS7,  p. 
358)  was  (jucstioned  by  Kuhnt  (  see  further  on),  still  I  looked 
upon  an  acute  frontal  sinusitis  as  the  probable  jvtiology  and 
treated  the  case  accordinijlv. 
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I  probed  and  syringed  the  fronto-niisjil  canal,  which  was 
more  difficult  than  in  the  average  case,  owing  to  the  unfavor- 
able formation  of  the  parts.  No  immediate  discharge  from 
the  sinus  was  obtained,  and  during  the  following  three  or 
four  days  I  treated  the  middle  meatus  and  syringed  the  cavity 
once  or  twice  again.  The  patient's  condition,  however,  grew 
much  worse;  the  constant  frontal  and  temporal  pain  became 
excruciating  and  in  addition  there  were  sharp,  shooting  pains  in 
the  ear,  teeth  and  various  places  in  the  head,  on  the  same  side. 
His  sufferings  prevented  sleep  entirely.  Punctate  keratitis 
more  pronounced,  the  larger  concrete  spots  being  more 
abundant  and  a  fine  precipitate  or  haziness  extending  over 
nearly  the  entire  cornea,  with  corresponding  failure  of  vision. 
The  patient  remarked  once  or  twice:  "I  don't  see  as  well  as 
I  did  yesterday."  The  vision  was  taken,  but  my  notes  were 
mislaid.  Iritic  adhesions  appeared  which  yielded  to  jv 
stronger  solution  of  atropine.  I  then  ordered  K.  I.,  packs 
and  daily  sweats,  and  considered  more  radical  measures,  as 
removal  of  the  middle  turbinate  to  facilitate  drainage,  or  an 
external  operation.  But  as  the  post-operative  intra-nasal 
congestion  sometimes  temporarily  aggravates  the  condition, 
and  as  the  acute  attacks  of  frontal  sinusitis  generally  yield 
to  syringing,  I  decided  to  wait  a  day  or  two  longer,  when  a 
profuse  muco-purulent  secretion  appeared  in  the  left  nostril, 
and  with  it  immediate  relief  from  the  excruciating  pains, 
which  did  not  return.  Auxiliary  treatment  discontinued. 
The  eye  rapidly  improved,  the  oedema  and  conjunctival  injec- 
tion disappeared  almost  immediately;  the  ciliary  injection 
persisted  for  several  days  longer. 

Careful  examination  on  the  20th  failed  to  reveal  any 
punctate  spots  on  the  cornea;  only  a  fine  haziness  remaining 
in  places,  and  vision  improved  to  ^Vio?  slowly.  On  the  24th, 
the  fifteenth  day  after  the  first  visit,  the  patient  was  dis- 
missed. No  haziness  whatever  of  the  cornea  could  be  de- 
tected ;  there  was  but  a  trace  of  ciliary  injection ;  the  iris 
was  the  same  color  as  the  other,  and  vision  equalled  ^Yio<  one 
letter  missed.  The  patient  was  seen  on  the  27th.  The 
ciliary  injection  had  disappeared,  and  the  eye  presented  a 
normal  appearance. 

Case  No.  V. — Young  lady,  age  18;   first  visit  September 
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4th,  1908.  Using+.75  D.  s.  for  near  work,  prescribed  six 
months  before  by  an  oculist.  Suffers  from  asthenopia:  can- 
not use  her  eyes  for  near  work,  and  ktely  her  distant  vision 
had  not  been  good.  Marginal  blepharitis  and  conjunctival  in- 
jection, worse  on  left  side.  Under  atropine  she  was  hyperopic 
1.  D.  in  each  eye,  and  weak  convex  lenses  were  ordered  and, 
as  they  were  not  accepted,  homatropine  was  instilled  two 
different  times;  but  she  still  refused  to  accept  even  a-r.38 
D.  s.  The  latter  part  of  October  she  complained  for  a  few 
days  of  asthenopia,  photophobia,  etc.  Pressure  under  and 
over  the  left  frontal  sinus  painful;  occasional  epistaxis, 
especially  when  she  had  a  cold.  Patient  had  long  suffered 
with  attacks  of  neuralgia  and  asthenopia,  very  apt  to  be 
induced  by  a  cold.  Has  often  walked  the  floor  at  night  on 
account  of  intense  pain.  These  "headaches"  of  the  patient 
were  generally  on  the  left  side  about  the  frontal  region  and 
occasionally  there  was  pain  in  the  ear,  teeth  and  different 
parts  supplied  by  the  trigeminal.  These  attacks  were  often 
accompanied  by  ei)istaxis  and  oedema  under  the  left  lower 
lid.  One  attack  of  migraine  was  so  severe  she  was  confined 
to  her  bed  for  several  days ;  the  least  jar,  as  she  walked 
across  the  room,  caused  excruciating  [)ain.  She  had  been 
treated  by  a  rhinologist  for  catarrh  after  removal  of  adenoids. 
Both  turl)inates  left  side  engorged,  the  middle  one  especially 
so.  I  told  the  patient  her  eye  symptoms  and  neuralgia  were 
due  to  a  latent  or  subacute  sinusitis  with  exacerbations,  but 
she  would  not  undergo  treatment. 

From  October  to  June  she  had  several  aggravations :  in 
one  her  record  shows  asthenojjia.  epistaxis,  pressure  test  very 
painful,  dull  frontal  pain  left  side.  Near  point  R.  20  cm., 
L.  3.3  cm.,  which  taken  at  a  later  date  was  12  cm.  for  each 
eye.  On  another  visit,  in  addition  to  the  above  symptoms, 
she  had,  with  a  near  point  K.  !<•  cm.,  L.  22  cm.,  shooting 
pains  in  the  left  eyel)all,  anisocoria,  the  left  puj)ii  larger, 
sluggish  and  not  contracting  fully  to  light  and  accommoda- 
tion, and  (pdeniM  under  the  h'ft  lid.  In  .March  she  suffered 
so  severely  that  she  finally  consented  to  be  treated;  so  the 
left  frontal  sinus  wjjs  probed  and  syringed  (March  ISth). 
She  did  not  return  until  six  weeks  later,  on  May  2n(I.  She 
hiid  liatl  no  trouble   since   the   treatment,    and    she    had    been 
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able  to  read  and  sew  with  comfort ;  but  she  had  taken  cold, 
which  caused  another  attack.  R.  eye  near  point  13  cm., 
V.  ^Vio;  L-  eye  near  point  30  cm.,  Y.  '\\(„  with  -f  .50  D.s. 
^Yio,  but  "blurred."'  Asthenopia,  shiggish  pupil,  etc. 
Treatment  followed  by  relief. 

July  6th,  she  called  again,  suffering  with  another  severe 
attack ;  intense  pain  in  and  behind  the  eye,  about  the  frontal 
bone,  in  the  ear,  teeth  and  face  general!}',  on  left  side;  pain 
so  intense  as  to  prevent  sleep.  Qi^dema  under  the  lid,  con- 
junctival injection,  shiggish  puj)il  with  marked  anisocoria  to 
light  and  accommodation;  near  point  32  cm.,  V.  Yio,  which 
was  not  improved  by  either  plus  or  minus  glasses.  Patient 
said  the  vision  of  the  left  eye  was  very  dim,  "like  a  veil  before 
my  eye."  I  probed  and  syringed  the  left  sinus.  Following 
day  much  less  pain,  pupil  nearly  normal  in  reaction,  though 
slight  anisocoria  still  present  to  light  and  accommodation. 
Under  homatropine,  vision,  no  noticeable  change,  and  no 
change  inthe  fundus  further  than  a  hyperjemic  papilla,  could 
be  detected.  The  sinus  was  treated  on  the  following  visit, 
and  two  or  three  days  later  every  symptom  had  disappeared 
and  her  vision  and  punctum  proximum  were  again  normal. 
This  was  the  worst  attack  she  had  ever  had,  as  far  as  the 
visual  acuity  was  concerned. 

In  this  case,  the  marked  loss  of  vision  I  consider  was  due 
to  a  hj^perfemic  condition  of  the  fundus,  which  was  not  pro- 
nounced enough  for  me  to  detect  with  my  ophthalmoscope, 
but  which  was  evidenced  by  the  reddened  disc,  the  sign  of 
choroidal  hypersemia.  This  slight  oedemous  condition  of  the 
fundus,  engorgement  of  the  ciliary  (shown  by  the  recession 
of  the  punctum  proximum)  and  of  the  iris  (anioscoria),  the 
conjunctival  injection  and  oedema  of  the  lid  were  all  caused 
by  the  frontal  sinusitis,  a  beautiful  demonstration  of  Ziem's 
theory  of  a  passive  orbital  hyperaemia. 

Case  No.  YI. — Lad}',  age  38,  to  whom  I  had  given  hy- 
peropic  glasses  several  months  before,  complained  of  occas- 
ional attacks  of  asthenopia,  with  pain  and  congestion,  worse 
in  the  left  eye,  to  which  she  had  been  subject  for  several 
years.  One  oculist  attributed  them  to  malaria,  and  a  second 
to  improper  glasses,  which,  however,  he  did  not  change  when 
the  acute  attack  subsided.     On  March  3rd   she  reported  that 
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two  nishts  before  she  had  suffered  from  an  excruciatins:  pain 
in  the  left  eye  and  forehead,  and  since  then  the  vision  was 
poor  in   that    eye.     Examination:     R.  eye,  normal;   L.  eye, 
conjunctival  injection,  cornea  clear,  pupil  sluggish  in  reaction, 
no  increase  in  tension    noticeable;   V.  Yio»  not  improved  by 
lenses;   accommodation  affected,  as  large  print  could  not  be 
read    nearer    than    50    cm.       Ophthalmoscopic    examination 
under    homatropine:   the  most  painstaking  search  with  the 
suitable    plus    lenses    failed  to   reveal  any  punctate  keratitis 
or  opacities  in  the  vitreous.    All  media  clear,  giving  a  distinct 
view  of  the  fundus,  which  Avas  normal  and  showed  the  naturaj 
red  color  throughout,  save  a  dark  grayish  slate-colored  spot, 
about  four  papilla  diameters   in  extent,    oval   in   shape,  and 
extendins:    forward    from    near    the   macular    region.     The 
borders  were  not   sharply  outlined  but  faded  away  into  the 
normal  red  color  of  the   fundus.     Crossing  this   dark  mass, 
the  retinal  vessels  were  very  distinct  with  a  plus  4  lens,  but 
the  choroidal  vessels,   visible   elsewhere,   were  concealed  by 
it.     No  trace  of  haniiorrhage.     As  this  was  clearly  a  serous 
exudate  lifting  up  the  retina,  it  was  not  considered  necessary 
to  take  the  field  in  order  to  determine  the  diagnosis.     Excur- 
sions  normal.     No   oedema    about    the    lids    on    either    side. 
There  was  pain  in  the  ball  and  in  the  bone  over  the  left  eye 
and  tenderness  to  pressure  over  and  under  the  frontal  sinus. 
There  was  no  nasal  secretion,    but  the  middle  turbinate  was 
swollen.     Diagnosis:   uveitis   with  subretinal  exudate  due  to 
an    inflammation   of  the   frontal   sinus,  i.  c.,  an  exacerbation 
of   a    chronic    condition.      After    aniesthetizing    the    middle 
meatus  the   fronto-nasal   canal  was  probed.     The    following 
day,  no  change  in  symptoms,   vision,  ])ain,  exudate,  etc.:   so 
after  probing,  a  fine  silver  canula  was  inserted  and  some  water 
injected  into  the  sinus.     The  next   day  the   patient   reported 
complete  relief  from  pain  in  the  eye   and  orbital  bones,  and 
her  V.='/2,  slowly.     Considerable  yellowish  nasal  discharge 
on  left  side  for  the  [)ast  twenty-four  hours,  and  examination 
showed  that  il  caim'  from  the  luidilh'    meatus,  into  which  the 
fronto-nasal  canal  drains.     Three  days  hiter  she  called  again. 
The  conjunctiva  had  entirely  cleared  up;    the  fundus    had  its 
nornud  red  color  throughout  ;    the  grayish   exudate  was  en- 
tirely absorbed:    the  clKtroidal   vessels  which  had  hccii  hichh-n 
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by  the  exudate  were  visible;   vision  was  better  than  '"  m,  and 
the  accommodation  range  normal. 

This  case  of  choroidal  exudate  and  incipient  iritis  and 
cyclitis  (hyperiemic  condition),  accommodative  loss  showing 
ciliary  involvement,  received  absolutely  no  other  treatment, 
interna]  or  otherwise — nothing  was  done  except  draining  the 
frontal  sinus.  The  patient  informs  me  that  she  now  uses  her 
eyes  with  comparative  comfort ;  that  there  has  been  no  re- 
turn (November  2()th)  of  the  former  attacks  of  ocular  con- 
gestion, though  she  has  been  inconvenienced  occasionally  by 
close  application.  A  single  drainage  in  chronic  sinusitus  is 
not  expected  to  cure,  but  it  did  relieve  the  exacerbation  and 
resultant  ocular  symptoms. 

This  case  is  interesting,  as  it  is  the  tirst  one  reported  of 
retinal  detachment  cured  by  treating  an  accessory  sinus. 
Only  two  other  cases  of  detachment  with  similar  tetiology 
have  been  published,  one  by  Kuhnt  (Uber  die  entziindlichen 
Erkrankungen  der  Stirnhohlen  und  ihre  Folgezustande, 
Wiesbaden,  1895,  Case  XVII,  discussion,  p.  120)  of  unilateral 
frontal  sinusitis,  with  uveitis,  opacities  in  the  vitreous, 
retinal  detachment  and  a  great  loss  of  vision,  on  same  side, 
in  a  syphilitic  patient.  After  the  subsidence  of  the  stormy 
symptoms  (of  the  sinusitis),  the  opacities  and  detachment 
persisted  with  nearly  total  blindness ;  vision  equaled  fingers 
counted  at  one  metre  distance  in  the  lower  half  only  of  the 
visual  field.  Although  the  vision  was  previously  good  and 
the  nearly  total  loss  was  sudden  and  followed  closely  on  the 
acute  attack  of  sinusitis  (frontal  pain,  oedema  of  the  lid, 
ptosis,  etc.),  still  he  looked  on  the  acute  sinus  attack  only 
as  a  possible  causal  factor,  considering  the  uveitis,  detach- 
ment, etc.,  to  be  due  to  the  transference  to  the  uveal  tract  of 
infected  matter  from  the  sinus,  rather  than  to  a  venous  stasis, 
although  the  lid  cedema  and  subretinal  serous  exudate  indi- 
cated a  local  circulatory  disturbance.  The  second  case  was 
published  by  Broeckaert  (Eovue  de  Laryngologie,  1901,  p.  14). 
Woman,  62  years  old,  with  a  chronic  ethmoiclo-frontal 
empyema.  L.  eye:  cornea,  pupil  and  iris  normal.  Fundus 
very  obscure,  owing  to  abundant  moving  opacities  in  the 
vitreous.  Severe  pain  in  the  head.  No  syphilis  or  renal 
trouble.     K.    eve    normal.     Patient   was   siven   K.   I.  mere. 


36(i  //.  J/.  Fish. 

inunct.  and  rest;  but  the  condition  became  much  worse,  the 
media  less  transparent  and  vision  further  reduced,  iiugers  at 
20  cm.  Difficult  nasal  breathing  directed  attention  to  the 
nose,  and  examination  revealed  the  middle  meatus  full  of 
polypi  and  fungus  masses  bathed  in  pus.  For  the  past  two 
vears  there  had  been  an  occassional  foul  discharo-e.  After 
removing  these  masses  from  the  middle  meatus,  pus  was  seen 
coming  from  the  frontal  and  ethmoidal  sinuses.  Soon  after, 
the  vision  improved,  the  media  became  clearer  and  retinal 
detachment  could  be  diagnosticated  in  the  inferior  part  of  the 
fundus.  Radical  operation  (Luc)  of  the  frontal  and  eth- 
moidal cells,  and  later  on  another  ethmoidal  cell  was  opened. 
The  pus  discharge  from  the  cavity  ceased,  the  media  cleared 
up,  but  the  detachment  persisted.  The  vision  improved  to 
normal  in  the  upper  part  only  of  the  retina.  Lower  half 
amaurotic. 

Wessely  (Berl.  Ophthal.  Soc,  March,  1904,  Ophihal. 
Record,  p.  380)  from  results  obtained  in  producing  artiticial 
detachment,  comes  to  the  conclusion  that  exudate  from  the 
choroid  may,  after  all,  be  the  only  cause  of  idiopathic 
detachment  of  the  retina;  and  the  very  interesting  paper  of 
Mme.  Dr.  Gourfein-Welt,  "De  la  pathogenic  du  decollcment 
retinien  dans  la  retinite  albuminurique"  (Ire.  Livraison  du 
Recueil  des  Travaux,  p.  33),  at  the  recent  International 
Congress,  substantiates  the  choroidal  exudate  hypothesis.  I 
quote  one  of  her  conclusions:  "In  detachment  in  albumin- 
uric retinitis  the  homogenous  subretinal  exudate  comes  from 
the  choroid  and  is  nothing  more  or  less  than  a  hvdropic 
accumulation  behind  the  retina  identical  with  a^lema  in  any 
other  organ." 

A  seventh  case  of  internal  eye  disease  due  to  a  frontal 
sinusitis  will  be  published  later;  abundant  opacities  in  the 
vitreous  and  marked  and  rapid  reduction  of  the  vision,  less 
than  '  10,  weeks  before.  One  week  after  syringing  the  cav- 
ity the  vision  improved  to  '  4,  with  resumption  of  the  daily 
octupation,  and  three  weeks  later  ability  to  read  the  pajier 
*'as  good  as  ever." 

Uveal  tract  inflammation  resulting  from  sinus  disease  was 
first  demonstrated  by  Ziem  {Ccufralh/f.  /.  prah-t.  Au<jcuhJk., 
1«H1),  p.  ;i.-)M;  lierl.  Klin.  Woc/teufsc/t,  1890,  No.  3(),  p.  819; 
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Wiener  Klin.  Wochenschri/f,  1892,  Nr.  29,  p.  418;  and 
Annales  des  Maladies  de  V  Oreille,  1893,  Nr.  I),  and  later  on 
our  knowledge  of  this  subject  was  added  to  bv  Kuhnt.  While 
Ziem  believes  in  a  direct  causal  relation  between  the  two, 
Kuhnt  will  only  admit  its  possibility  or  at  most  regards  sinus 
disease  only  as  a  predisposing  factor,  favorable  to  the  devel- 
opment of  uveitis.  Although  he  often  saw  the  two  coexist, 
and  the  ocular  lesions  improve  on  treatment  of  the  affected 
cavity,  and  although  he  says  (p.  112)  "I  am  satisfied  that 
they  (internal  diseases)  are  caused  by  inflammatory  condi- 
tions of  the  nose  and  sinuses  much  oftener  than  is  generally 
supposed,  but  oftener  by  far,  however,  are  the  predisposing 
conditions,  not  only  for  the  induction  of  these  diseases  but 
also  the  reason  of  their  chronicity,  brought  about  by  a  pas- 
sive hyperfemia,  in  regard  to  which  I  fully  agree  with  the 
views  of  Ziem,"  still  he  does  not  unreservedly  grant  the  re- 
lation of  cause  and  effect,  as  witness  the  following  quotations, 
(p.  116):  "I  have  never  seen  a  case  of  simple  C3xlitis, 
presenting  the  typical  symptoms  and  course,  due  solely  to  an 
empyema  of  the  frontal  or  the  other  pneumatic  cavities." 
"The  proof  of  an  actual  relation,  and  that  only,  and  not  a 
mere  coincidence,  the  two  diseases  resulting  from  the  same 
cause,  could  not  be  established  with  certainty."  He  also 
holds  the  same  views  in  regard  to  choroiditis.  Hajek  (Path- 
ologie  und  Therapie  der  Entziindlichen  Erkrankungen  der 
Nebenhohlen  der  Nase,  Leipzig,  1903,  p.  317)  states  that 
Kuhnt  never  saw^  a  case  of  iritis,  for  instance,  definitely  cured 
by  treatment  of  the  sinusitis,  and  in  Ziem's  case,  where 
such  a  cure  is  claimed  he  (Kuhnt,  p.  112)  questions  it  on 
three  grounds,  viz.,  the  uncertainty  of  the  diagnosis  of 
frontal  sinusitis,  the  fact  of  the  patient  having  gonorrhoea 
which  could  have  caused  both  the  iritis  and  sinusitis,  and 
finally,  that  the  therapy  used,  besides  the  cleansing  of  the 
cavity  (packs,  sweats  and  jaborandi)  was  itself  capable  of 
curing  the  iritis. 

Anticipating  the  se'cond  objection,  Ziem  states  in  the  case 
history  that  the  patient  bad  been  free  from  gonorrhoea  for 
several  years  and  refers  to  Jacobson  who  says  in  regard  to 
iritis  gonorrhoica  (Beziehungen  der  Veriinderunixen  und 
Krankheiten  des  Sehorgans  zu  Alliremeinleiden  und  Organer- 
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krankungen,  Leipsig,  1885,  p.  84),  "both  eyes,  one  after 
the  other,  are  always  affected,  relapses  are  freciuent,  and  it 
is  always  acconipauied  by  an  arthritis  gonorrhoica,"  which 
symptoms,  Ziein  says,  were  absent  in  his  case.  None  of  these 
objections,  however,  can  be  made  in  my  case  No.  IV,  as  there 
was  no  infection  of  any  kind.  The  diagnosis  cannot  be 
questioned — intense  pain,  the  frontal  bone  over  the  sinus 
exquisitely  sensititive  to  the  slightest  touch,  the  oedema  of 
the  lids,  the  conjunctival  and  ciliary  injection  and  the  profuse 
typical  nasal  discharge,  which,  when  once  established,  gave 
immediate  freedom  from  the  severe  symptoms,  followed  by 
gradual  relief  of  the  others;  and  as  to  the  part  taken  in  the 
cure  of  the  iritis  by  the  additional  therapeutic  measures — 
packs,  sweats,  atropine  and  potassium  iodide — I  think  it  was 
insignificant  in  comparison  to  the  drainage  of  the  sinus ;  and 
this  auxiliary  treatment,  a  thorough  depletion,  besides  a 
possible  beneticial  effect  on  the  iritis  itself,  is,  next  to  prob- 
ing and  syringing,  the  rnode  of  treatment  best  adapted  to 
establish  the  drainage  of  the  cavity.  These  remedies,  with 
the  exception  of  the  atropine,  were  not  employed  early,  n?)t 
until  I  failed  to  establish  an  immediate  flow,  aud  they  i)rob- 
ably  would  not  have  been  used  at  all  if  I  had  been  successful. 
But  had  1  succeeded  in  opening  the  canal  at  once,  before  the 
appearance  of  the  synechiae,  the  positive  evidence  of  the 
iritis,  the  diagnosis  of  iritis  could  have  been  questioned.  It 
is  true  the  iris  was  darker  in  color  and  sluggish,  as  in  Cases 
V  and  VI,  but  earlier  drainage  of  the  sinus  would  doubtless 
have  aborted  the  inflammatory  condition  in  the  iris,  as  1  think 
it  did  in  the  other  two  cases,  it  would  not  have  gone  on  to 
the  formation  of  synechiae.  Viewing  this  case  wholly  from 
the  standpoint  of  cause  and  effect,  I  consider  it  to  be 
practically  identical  with  the  other  two.  a  uveal  tract  affec- 
tion due  to  venous  stasis  caused  by  frontal  sinusitis  ;ind 
cured   by  drainage. 

Many  cases  of  internal  eye  disease  in  connection  with  siiui- 
.sitis  have  been  reported,  the  majority  of  them  described  in 
;m  :il)lc  nionogr.ipli  by  Kversbush  ((iraefe-Saemisch  lland- 
buch  dcr  ges.  AugenlieilU..  T.  II,  B.  IX.  K.  XVI).  The 
earliest  recorded  case  is  by  Welge  in  178(1  (cited  l)y  Herger 
;uid  Tvnnan,    Die    Krankheiten   der   Keilbein-IL'ihle  und  des 
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Siebbein-Labyrinthes  und  ihre  Beziehungen  zu  Erkrankungen 
des  Sehorganes,  Wiesbaden,  1886,  p.  18).  Other  cases  have 
have  been  published  by  Bethuue  (Boston  Med.  Surg.  Jour., 
1850,  p.  179),  Ressel  (AUgem.  Wiener  med.  Zeitung,  1860,  8 
and  10),  Richet  (These  Sautereau.  Etude  sur  les  tumeurs 
de  Li  ghmde  lacrymale,  Paris,  1870,  p.  GS),  Horner  {Klin. 
Monatsblt.  f.  Augenheilk.,  Feb.  1863),  Rouge  (  Union  m«^d., 
XIII,  p.  163),  McNaughton  Jones  {Dublin  Jour,  of  Med. 
Science,  Sept.,  1873,  p.  205),  Duplay  {Arch.  g6n.  de  Med., 
1874,  p.  82),  Russell  {Medical  Times  and  Gazette,  June, 
1878,  p.  614),  Knapp  {Archiv  f.  Augenheilk . ,  1880,  p.  448), 
Huguenin  {Correspondenzbl.  f.  Scliweizer  Aerzte,  1882,  p. 
103),  Borthen  {Graefe  s  ArcUv  f.  Oj)thal.,  B.  XXXI,  H. 
IV,  p.  241),  Redtenbacher  (  Wiener  med.  Blatter,  1892,  p. 
200),  Raymond  {Bidl.  Soc.  Anat.,  1885,  p.  226),  Demarquay 
(cited  by  Mackenzie,  Diseases  of  the  Throat  and  Nose,  1884), 
Snellen  (Ref.  in  Centralblt.  f.  Laryn.  Bhin.  und  veriv. 
Wi sse n sell af ten,  1894-95,  II,  p.  335),  de  Lapersonne  {Bi'esse. 
w^(^cZ.,  Mai,  1898),  Fliese  {Wiener  klin.  Bundschau.,  1895, 
p.  65),  Hoffmann  {VerJiandl.  d.  Deutsch.  Otol.  Gesel.,  VI, 
Vers.  1897),  Coppez  and  Lor  {La  presse  m<^d.  Belg.,  1900, 
No.  1),  Bourgeois  {Ophth.  Klin.,  1900,  18  and  19),  Mann 
(  Verhandl.  d.  Deutsch.  Otol.  Gesel.,  10  Vers.  1901,  p.  199), 
Halstead  (Am.  Laryn.  Bhin.  and  Otol.  Soc,  1901,  p.  61), 
Kuhnt  {I.  c,  p.  141),  Guttmann  (  Centralblt.  f.  Augenhtilk., 
1899,  p.  299),  Panas  {Archiv.  d'Ophthal.,  X,  Jan.,  Feb., 
1890,  p.  231),  Trantas  {Archiv.  d' Ophthal.,  1893,  p.  358), 
Fromaget  {Annal.  des  maladies  de  VorieUe  et  du  larynx, 
1894,  p.  871),  Coppez  and  de  Lautsheere  (Ophth.  Klin., 
1902,  No.  23),  Axenfeld  (Deutsch.  med.  Wochensch.,  1902, 
p.  715),  Brandt  (Li.  Diss.  Freiburg,  1902),  Griining 
(Trans.  Am.  Med.  Assoc,  1903,  p.  175),  Nordquist  and 
Pihl  (Ref.  mHygiea,  Dec,  1901),  Collins  andEymeri  (Anal, 
d' oculist.,  CXXIII,  p.  361),  Nieden  (Archiv.  f.  Augenheilk., 
B.  XVI,  1886,  p.  381),  Hajek  (/.  c,  p.  241),  Polyak 
(FrankeVs  Archiv  f.  Laryn.  u.  Bhin.,  1904,  p.  340), 
Calderaro  (La  Clinica  Oculist,  1903,  p.  1161  (?)  ). 

All  of  these  cases,  however,  are  very  different  in  their 
clinical  course  from  the  above  described  cases.  AVithout 
exception,  they  present  one  or  more  of  the  classical  symptoms 
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of  ail  empyema,  as  perforation  of  a  cavity  wall  with  fistula, 
orbital  abscess  or  cerebral  complication  according  to  the  loca- 
tion of  the  perforation,  orbital  tumor,  exophthalmus,  great 
ffideina,  polypi  and  pussy  secretion  by  nasal  examination,  etc. 

One  word  in  regard  to  Ziem's  theory  of  a  passive  orbital 
venous  stasis.  The  reason  I  prefer  his  hypothesis  to  that  of 
an  absorption  of  infected  matter  from  the  cavity,  is  the  fact 
that  we  get  quick  relief  from  the  symptoms  on  draining  the 
sinus.  I  have  seen  evidences  of  this  venous  stasis  disappear, 
in  some  cases  within  twenty-four  hours,  in  others  in  the 
course  of  three  or  four  days,  when  present  in  the  form  of 
an  oedema  in  the  lids  and  neighboring  parts,  conjunctival 
injection,  a  chemosis,  enlarged  ciliary  veins,  sluggish  pupil, 
engorged  ciliary  body,  reddened  disc,  a  general  oedematous 
condition  of  the  fundus,  a  subretinal  exudate  and  a  cellulitis 
with  exophthalmus.  An  inflammation  within  or  about  the 
globe,  due  to  the  absorption  of  toxins  from  a  neighboring 
cavity,  would  not  so  readily  and  quickly  vanish.  Apropos 
is  a  case  I  published  in  The  JSfeiv  Yorh  and  Philadelphia 
Medical  Journal,  February  27,  1904.  A  young  man,  emme- 
tropic with  double  frontal  empyema  of  two  years  standing, 
whose  sinuses  I  was  washing  out  every  day,  complained  one 
morning  of  pain  in  the  left  eye  following  near  work.  The 
lower  lid  and  tissues  under  it,  normal  the  day  before,  were 
red  and  oedematous.  He  was  positive  that  this  was  the  first 
appearance  of  either  the  asthenopia  or  oedema.  Nasal  examin- 
ation revealed  the  hitherto  constant  and  visible  stream  of 
pus  absent  on  the  left  side.  A  thickened  clot  had  dammed 
up  the  fronto-nasal  canal.  The  secretion,  shut  up  but  a  few 
hours,  had  caused  venous  stasis  and  an  accommodation  paresis. 
Re-establishment  of  the  flow  by  syringing  the  cavity  resulted 
in  immediate  relief  of  all  the  symptoms  as  reported  at  the 
next  visit. 

There  are  several  ))()ints  worthy  of  notice  in  (ho  above  six 
cases. 

(1)  Tile  negative  history  of  the  patients,  the  absence  of 
any  and  all  constitutional  trouble  or  toxic  diseases  that  are 
usually  sought  for  when  trying  to  determine  the  a-tiology  in 
these  obscure  cases.  With  the  excejition  of  an  occasional 
rheumatic  attack,   complained  of  by  one  of  them,  they  were 
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all  strong,  healthy  individuals,  and  the  real  cause  of  the 
intra-ocular  involvement  in  every  case  was  a  simple  mechan- 
ical condition,  the  damming  up  or  closure  of  the  fronto-nasal 
canal.  The  question  arises,  if  these  patients  had  been  syph- 
ilitic, rheumatic  or  gouty,  w^ould  the  aetiology  have  been 
determined?  Furthermore,  in  my  opinion  an  unrecognized 
sinusitis  is  the  real  cause  of  the  ocular  lesion  in  a  certain 
proportion  of  the  cases  attributed  to  syphilis,  as  the  latter 
is  acknowledged  by  all  writers  to  be  a  frequent  ^etiological 
factor  of  sinus  disease. 

(2)  The  presence  of  a  sinusitis,  where  (a)  severe,  con- 
stant pain,  considered  a  sine  qua  non,  was  absent  (cases  land 
II),  and  where  (b)  the  nasal  examination  in  each  one  of  the 
above  cases,  unless  made  with  the  greatest  care,  would  have 
been  negative  as  far  as  a  sinusitis  was  concerned,  the  classical 
symptoms  were  wanting.  In  not  one  of  them  was  there  a 
nasal  secretion.  Cases  with  negative  nasal  examination  have 
been  reported  by  Farlow  (Am.  Laryn.  Assoc,  1898),  Brandt 
(/.  c,  case  VII,  p.  46),  Axenfeld  Jlonatsbl.  f.  AugenheiJh, 
1904),  Schmiegelow  (^Archiv  f.  Laryn.  u.  Rhin.,  1904, 
p.  267),  and  others.  As  a  striking  illustration  I  will  briefly 
cite  the  following  case.  Young  man,  age  24,  who  had  used 
with  comfort  the  constant  convex  glasses  I  had  given  him  a 
year  before,  and  with  which  each  P.  P.  was  12  to  13  cm., 
complained  a  few  months  ago  of  photophobia,  asthenopia  and 
"red  eye,"  for  the  preceding  ten  days.  The  pupils  were 
sluggish,  inability  to  use  his  eyes  for  near  work  indicated 
an  accommodation  paresis,  and  the  bulbar,  and  especially  the 
palpebral  conjunctiva,  was  chemotic;  it  did  not  look  like  an 
ordinary  catarrhal  inflammation,  there  was  no  secretion  but 
rather  a  dry,  hot  appearance,  resembling  raw  beef,  a  puffy, 
velvety  look  or  condition  in  which  the  individual  capillaries 
could  not  be  distinguished.  Astrincrents  and  protargol  were 
used  daily  for  a  week  or  more  without  result.  I  thought 
possibly  that  the  cedematous  condition  might  be  due  to  a 
sinusitis,  and  two  or  three  times  I  made  pressure  and  percus- 
sion under  and  over  the  frontal  sinuses,  but  with  absolutely 
negative  results.  On  one  occasion  I  examined  his  nose, 
without  applying  any  astringent,  and  found  each  middle 
turbinate,  as  well  as  the  entire  upper  passage,  plainly  visible 
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and  perfectly  normal  in  appearance,  so  I  did  not  even  touch 
the  parts.  Furthermore,  he  did  not  have  the  dull,  heavy 
feeling  in  his  head,  so  often  present.  Same  treatment  con- 
tinued. Three  or  four  days  later  he  said  he  had  ^le  pains  I 
had  been  looking  for,  but  I  told  him  it  was  only  suggestion, 
but  on  slight  percussion  or  pressure  over  the  sinuses  there 
was  marked  tenderness,  and  syringing  them  brought  a  pro- 
fuse muco-purulent  secretion.  In  three  days  the  chemosis 
was  gone  and  soon  after  the  other  symptoms  disappeared 
also. 

(3)  The  affection  of  the  pupil  and  accommodation. 
These  symptoms  are  common  in  sinus  patients.  Accommo- 
dation paresis  especially  is  an  early  and  almost  constant 
symptom  of  latent  sinusitis.  Ziem  {BerJiii  kiin.  WocJiensclir., 
1889,  p.  833)  and  Caldwell  {X.  Y.  Mtd.  Journal ,  1898) 
have  noted  it  and  I  have  seen  the  range  reduced  to  >2  ,  H 
and  even  ^4  the  normal  (^Xew  Orleans  Med.  and  Surg.  Jour., 
Feb.,  190-1:,  X.  Y.  and  Phila.  Med.  Jour.,  Feb.  27,  1904, 
and  Op]itJiahno1o(iy,  Vol.  I,  p.  16).  By  reason  of  this, 
should  a  patient  with  unilateral  irido-cyclitis  from  any  cause, 
or  with  an  old  foreign  body  in  one  eye,  have  certain  symp- 
toms in  the  other,  due  to  a  sinus  affection,  the  condition 
could  easily  be  wrongly  diagnosed  as  one  of  sympathetic  irri- 
tation or  inflammation,  according  to  the  character  of  the 
symptoms.  Ziem  {ibid.,  p.  857)  who  has  studied  the  in- 
timate causal  relation  between  these  two  conditions  possibly 
more  than  any  ophthalmologist  in  Germany,  has  reported  a 
case  of  the  first  category  where  enucleation  was  performed 
"to  save  the  other  eye,"  and  I  have  a  case  of  the  second 
kind  to  })ublish,  where  an  eye,  perfectly  quiet  according  to 
the  patient's  statement,  was  enucleated,  l)ut  not  l)efore  it 
was  advised  by  tive  different  ophthalmologists. 

(4)  The  symptoms  of  latent  or  closed  sinusitis  manifest 
themselves  about  the  eye,  hence  the  patient  visits  the  oculist 
rather  than  the  rhinologi^t :  but  if  it  is  a  patent  or  open  em- 
pyema, with  free  drainage  and  profuse  nasal  discharge,  there 
are  usually  no  eye  sym|)tonis,  and  he  consults  tlu'  rhinolo- 
gist.  That  fact  explains  why  the  ocular  symptoms  are  not 
|»rominent  in  the  text-books  on  rhinology,  as  well  as  the 
common  failure  of  the  ophthalmologist  to  recogni/.e  this  con- 
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dition;   he  looks  to  the  rhinologist  for  the  symptomatology. 

(5)  The  frightful  trigeminal  pains  in  Cases  IV,  V  and 
VI,  like  those  so  often  accompanying  an  iritis  or  other  inter- 
nal ocular  inflammation,  disappeared  immediately  on  draining 
the  sinus ;  they  were  caused  by  the  sinusitis  and  not  by  the 
ocular  affection.  (In  Case  IV,  the  inflammation,  equally 
severe  immediately  after  the  establishment  of  drainage  and 
subsiding  several  days  thereafter,  caused  no  iritic  pains  or 
"ciliary  neuralgia.")  May  we  not  then  reasonably  infer 
that  these  same  pains,  often  "so  out  of  proportion  to  the 
amount  of  inflammation  present,"  as  well  as  the  ocular 
trouble  itself,  are  often  due  to  an  unrecognized  inflammation 
of  one  of  the  accessory  sinuses? 

(6)  As  to  the  frequency  of  uveitis  from  accessory  sinus 
disease,  I  will  only  state  that  the  above  cases  were  not 
selected  from  a  vast  clinical  material,  but  represent  seven  out 
of  eight  consecutive  cases  of  internal  eve  trouble  in  my  pri- 
vate practice. 

In  conclusion,  I  think  that  if  we  examined  carefully  the 
condition  of  the  pneumatic  cavities  in  all  cases  of  iritis, 
cyclitis,  choroiditis,  etc.,  we  would  determine  the  aetiology 
oftener,  spare  our  patients  the  excruciating,  sleep-robbing 
pain  and  get  far  better  results. 
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HIGH  DEGREE  OF  HYPERMETEOPIA. 
By  Dr.  S.  C.  AYRES. 

CIXCINXATI. 

IN  March,  1877,  I  examined  Mrs,  H.,  who  was  suffering 
from  asthenopic  symptoms.  Up  to  this  time  she  had 
never  worn  ghisses  and  had  had  trouble  in  reading  and  sew- 
ing. There  was  recorded  in  my  notes  some  "insufficiency  of 
the  interni."  Sight  without  glasses  in  either  e}^  was  only  Yioo 
with  +  13  D.  V=  Y50.  +  13  was  ordered  for  constant  use. 
In  two  months  she  returned,  as  the  lenses  were  not  entirely 
comfortable,  and  I  then  found  that  with  +  12  D.  she  had 
V=  ^40  in  either  eye.  These  were  ordered  for  constant  use. 
I  did  not  see  her  again  until  August,  1903,  twenty-six  years 
after  the  first  examination.  I  found  her  wearing  for  distance 
+  18  D.  and  she  had  been  wearing  glasses  as  strong  as  these 
for  several  years. 

She  had  cortical  cataract  in  the  right  eye  far  advanced,  so 
that  sight  was  reduced  to  counting  fingers  at  six  feet,  but  per- 
ception and  projection  were  good. 

In  the  left  eye  she  had  incipient  cortical  cataract,  but  with 
+  18D.  V=  1V200. 

In  my  experience  this  is  an  exceptionally  high  degree  of 
hypermetropia. 


Manual  axd  Atlas  of  Medical  Ophthalmology.     By  Sir 
W.  R.  GowERS  and  Marcus  Gunn.     4th  Edition.    Phila- 
delphia, P.  Blackiston's  Sons  &  Co.     1904.    Price  S4.00. 
Gower's  well  known  and    excellent    treatise    on    medical 
ophthalmology  needs  no  praise.     This  new  edition  has  some 
valuable  additions.     It   seems,   however,  that  regarding  the 
histological  illustrations  much  remains  to  be  desired  and  could 
be  improved  upon.     They  do  not  compare  with   the  excellent 
ophthalmoscopic  pictures. 
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Thursday  November  10th,  1904. 

Tumor  Enveloping  the  Optic  Disc. 

Mr.  Simeon  Snell  (Sheffield)  rehited  a  case  of  intraocu- 
lar tumor  occurring  in  a  farmer  aged  37.  He  was  first  seen 
last  February,  and  a  month  previously  he  had  discovered  loss 
of  sight  in  his  right  eye.  He  could  see  fingers  indistinctly. 
An  opaque  mass  covering  the  optic  disc  was  discovered. 
When  first  seen  it  was  more  cyst-like  and  less  solid  than  later 
on.  The  family  history  was  good.  After  a  few  weeks  the 
patient  disappeared,  and  was  not  seen  again  till  the  beginning 
of  August,  by  which  time  the  mass  had  become  considerably 
larger.  It  was  large  and  nodular,  and  about  2>^  disc  dia- 
meters in  size,  somewhat  circular  in  form,  and  completely  hid 
the  optic  disc  from  view.  The  most  prominent  part  could 
just  be  seen  with  -f- 11  D.,  but  there  was  an  area  close  to  this 
which  could  be  best  seen  with  +  6  D.  and  the  macular  region 
with  +  2  D.  The  diagnosis  made  was  that  of  a  tumor  grow- 
ing from  the  disc  or  in  its  immediate  neighborood.  The  eye 
was  enucleated  at  the  end  of  August  and  the  nerve  was  re- 
moved as  far  back  as  possible.  Close  to  the  outer  side  of  the 
nerve  sheath  was  a  small  black  nodule  the  size  of  a  pin's  head. 
Mr.  Treacher  Collins  examined  the  eyeball  and  reported  that 
at  the  posterior  pole  was  a  melanotic  growth.  Its  base  was 
7  mm.  in  length,  and  extended  from  the  choroid  about  the 
optic  disc  to  a  point  a  little  lower  than  the  center  of  the  disc. 

Sarcomata  of  the  Choroid. 

Mr.  Herbert  Parsons  read  a  paper  on  Anomalous  Sarco- 
mata of  the  Choroid.  Six  cases  were  demonstrated  by  means 
of  lantern  slides.     Case  I  was  an  ordinary  melanotic  sarcoma 
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of  the  choroid  in  the  third  stage,   the  extraocular  extension 
being  unpigmented.     The  patient  died  a  year  after   removal 
of  the  eve,    and   was  found  to  have   secondary,  bile-stained, 
spindle-celled    sarcoma    of    the    liver,    and    squamous-celled 
carcinoma  of  the  ribs,  lung,   and  mediastinal  glands.     Cases 
II  and  III   were  almost  identical  in  appearance  and  general 
character.      They    contained    very    necrotic,    round,     angio- 
sarcoma of  the  choroid.    There  was  extensive  necrosis  of  most 
other  structures  of  the  eye.     Case  IV  had  an  extraordinary 
family  and  personal  history :    The  mother  and  younger  sister 
had  each  had  an  eye  removed  at  Moorfields  for  sarcoma  of 
the  choroid,  and  the  patient  had  had  her  breast   removed  for 
a  tumor.     There  were  two  small  melanotic  sarcomata  of  the 
ciliary  body  and  anterior  part  of   the  choroid,   and   a  large, 
bilobed  necrotic  angio-sarcomatous  mass  springing  from  the 
choroid  posteriorly.     The   other  structures  of  the  eye  were 
necrotic  and  there  were  many  haemorrhages.     Cases  V  and 
VI  were  necrotic  angio-sarcomata,  springing  from  the  choroid 
at  the  posterior  pole  of  the  eye.     The  other  structures  of  the 
eye  were  also  necrotic.     The  points   specially  insisted  upon 
were  as  follows:      The  similarity  of  the  growths  microscop- 
ically to  organized  blood  clots  and  their  apparent  origin  in 
the    retina — an    appearance  which   was  demonstrated  to   be 
erroneous;   the  varying  occurrence  of  haemorrhage,  the  im- 
portance of  not  overlooking  sarcoma  of   the  choroid  in  cases 
of  severe  intraocular   haemorrhage   (cf.  Verhoeff),    and  the 
relation  of  the  haemorrhage  to  the  necrosis,  whether  as. cause 
or  result,  both  probably  occurring;   the  necrosis,   its  dissim- 
ilarity from  the  patches  of  necroses  in  ordinary  sarcomata,  its 
universality,    not    only    throughout    the   tumors  but  also   in 
other  parts  of  the  eye.     The  deductions  made  were  that  the 
necrosis  was  not  due  to  a  preliminary  irido-cyclitis  (cf.  Leber 
and  Krahnst()ver),   was  not  due  to  thrombosis  and  only  par- 
tially to  haemorrhage:    it  was   probably  due  to  endogenous 
micr()l)ic  infection,  essentially  by  means  of  toxins  universally 
distributed    throughout    the    eye    by    the    iniraocular    fluids. 
The  theory  was  comparable  with  the  most  probable  theory  of 
sympathetic    ophthalmia  —  namely    generalized    endogenous 
infection  by   invisible  organisms   (cf.  Homer).      It  explained 
the  marked  inflammatory  reaction  sometimes  seen  outside  the 
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eye.  The  growths  were  probably  of  low  malisnancy,  on 
account  of  their  genesis,  their  necrotic  condition,  and  the 
thrombosis  of  the  vessels.  If,  therefore,  they  were  not  ex- 
cised, they  would  shrink  and  become  examples  of  shrunken 
globes  containing  choroidal  sarcomata.  Further,  they  were 
an  early  stage  of  this  small  group,  a  stage  which  had  not 
before  been  described.  That  the  eyes  would  inevitably 
shrink  was  shown  by  the  albuminous  constitution  of  the 
intraocular  fluids,  which  would  lead  to  diminished  filtration 
and  stasis ;  moreover,  the  universal  necrosis  must  lead  to 
shrinkage.  The  growths  were  also  identical  in  type  with 
those  previously  found  in  shrunken  globes  ( cf .  Leber  and 
Krahnstover).  Such  tumors  probably  were  frequently  over- 
looked, owing  to  their  great  resemblance  to  intraocular  blood 
clots.  They  were  of  great  practical  importance  from  the 
point  of  view  of  prognosis,  and  especially  in  point  of  theory, 
since  they  marked  a  stage  which  had  previously  escaped  ob- 
servation in  the  life-history  of  a  group  of  sarcomata. 
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say, M.D. 
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Encyclopedie   Franc aise    d'Ophtalmologie.      Edited    by 

Prof.  F.  Lagrange  and  D.  E.  Valude.     Vols.  I,  II  and 

III.     Paris,  Octave  Doin,  1904. 

A  magnificent  encyclopaedia  of  ophthalmology,  arranged 
somewhat  like  the  German  encyclopaedia  of  Graefe-Saemisch. 
The  exhaustive  character  of  the  treatment  of  the  several 
subjects  by  authors  most  fit  to  do  justice  to  their  special 
branch,  the  thoroughness  and  the  multitude  of  excellent 
illustrations,  make  this  encyclopaedia  a  most  excellent  addition 
to  the  oculist's  library. 

The  three  volumes  received  contain  articles  on  the  history 
of  ophthalmology,  anatomy  and  physiology  of  the  eye  and 
its  adnexes,  embryology,  teratology,  comparative  anatomy 
and  physiology,  optics  and  refraction. 

The  Pathology  of  the  Eye.     By   J.    Herbert   Parsons. 
Vol.  I,  Histology.     Part  I.     New  York,  G.  P.  Putnam's 
Sons.     1904.      [London,  Hodder  &  Staughton.] 
This  is  the  first  of  four  volumes  in   which  Dr.  Parsons, 
well  known  as  curator  at  Moorfield,  with  its  immense  mate- 
rial proposes  to  treat  on   the  whole   subject  of  patholog}^  of 
the  eye.     If  the  following  volumes  will  be  of  the  same  excel- 
lence as  this  first  one,  and  there  is  no  reason  to  doubt  it,  the 
work  will  be  one  of  great  merit  and  should  be  widely  studied. 
The  2(37    illustrations  are  mostly  from  the  author's  photo- 
graphs, and  while  not  always  clear  enough  for  the  uninitiated, 
any  one  with  some  familiarity  with  the  microscopical  a}>pcar- 
ances  of  the  tissues  of  the  eye,  will  readily  understand  them. 
The  lack  of  completeness  of  the  literature  the  book  shares 
with  most  modern  ones.    This  is  the  more  pardonable,  as  the 
papers    grow    daily    more    numerous    and    are    published    in 
innumerable  journals. 

We  await  with  great  interest  the  further  vohunes  of  this 
excellent  work,  which  every  ophthalmologist  should  have  in 
his  libiary. 
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Refraction  and  How  to  Refract.     By  James  Thorington, 
A.M.,  M.D..     3rcl  Edition.     250  illustrations.     Philadel- 
phia, P.  Blackiston's  Sons  &  Co.     1904.  Price  $1.50. 
This  thoroughly  useful  book  is  somewhat  enlarged  in  this, 
its  third  edition,  and  recommends  itself  to  the  student  with- 
out further  praise. 

Surgical  Anatomy  of  the  Head  and  Neck.     By  John  B. 

Deaver,  M.D.,  Philadelphia,  P.  Blackiston's  Sons  &  Co. 

1904. 

This  beautiful  treatise  contains  two  chapters  of  great  and 
special  interest  to  the  ophthalmologist,  one  on  the  orbit  and 
one  on  the  eye,  besides  much  that  will  be  of  value  to  him 
in  the  other  chapters.  The  illustrations  are  very  fine  and  in 
some  ways  original.  The  descriptions  are  clear  and  to  the 
point. 

Precis  de  therepeutique  oculaire    (ocular  therapeutics). 

By  Dr.  Scrini,  with  a  preface  by  Prof,  de  Lapersonne. 

Paris,  G.  Steinheil.     1904. 

This  book,  dedicated  to  the  memory  of  Prof.  Ph.  Panas, 
reflects  this  master's  views  on  ocular  therapeutics  as  inter- 
preted by  Scrini,  his  pupil.  It  is  undoubtedly  of  great  use- 
fulness to  students. 

Syphilis  de  l'oeil  et  de  ses  annexen  (Syphilis  of  the  eye 
and  its  adnexes).  By  Dr.  F.  Terrien.  Paris,  G.  Stein- 
heil.    1904. 

A  very  complete  treatise  on  syphilis  as  it  may  affect  the 
tissues  of  the  eye,  its  nerves  and  motor  apparatus,  with  some 
good  ophthalmoscopic  plates  in  black  and  white.  The  chaper 
on  treatment  seems  to  be  of  especial  value  with  its  detailed 
description  of  subcutaneous,  intramuscular,  and  intravenous 
injections  of  mercury,  etc. 

Eye-Strain  as  a  Cause  of  Headache  and  Other  Neuroses. 

By  Simeon  Snell.  London,  John  Bale,  Sons  &  Daniels- 
son.      1904.     Price  2,  6  shilling. 

A  reprint  of  a  somewhat  revised  article  on  this  interest- 
ing subject,  formerly  published  in  The  Lancet.  It  is  full  of 
practical  hints. 
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Surgical   Treatment   of   Bright' s   Disease.     By    G.    M. 

Edebohls.    New  York,  F.  F.  Lisiecki.    1904.  Price  $2.00. 

The  author,  who  has  introduced  the  operation  of  decap- 
sulation of  the  kidney  as  a  treatment  of  Bright's  disease, 
gives  here  an  objective  review  of  his  cases  and  agrees  that 
the  operation,  while  undoubtedly  promising,  is  still  on  trial. 
Bright's  disease  being  so  often  the  cause  of  severe  eye  affec- 
tions, this  book  should  prove  very  interesting  reading  to 
ophthalmologists. 

Die  Augenaerztlichen  Operationen  (Operations  on  the 
Eye).  ByD.AV.  Czermak.  Parts  XVI  and  XVII.  Wien, 
K.  Gerolds  Sohn.      1904. 

These  parts  contain  further  details  concerning  cataract 
operations,  given  in  the  same  excellent  manner  as  Ave  have 
noted  about  the  preceding  parts  of  this  monumental  work. 

The  Principles  of  Refraction  in  the  Human  Eye,  Based 

ON  THE  Laws  of  the    Conjugate   Foci.     By  Sman  M. 

Burnett.  The  Keystone,  Philadelphia.  1904.  Price  $1.00. 

Our  readers  are  acquainted  with  this  practical  and  clear 

expose,  so  beautifully  illustrated  Avith  original  drawings  by 

Ch.  F.  Prentice.     As  a  text-book  for  students  it  is  advisable 

and  will  undoubtedly  .be  welcomed   in   such  a   more   lasting 

form . 

The  Optical  Dictionary.  By  Ch.  Hyatt- Woolf.  Phila- 
delphia, P.  Blackiston's  Sons  &  Co.  1904. 
A  handy  little  dictionary  for  the  student,  which  would  be 
more  valuable  if  it  was  not  for  a  great  manv  mistakes  in 
spelling  and  wrong  detinitions,  as  for  instance:  "Dacryo- 
cystoblennorrhcea.      Flow  of  tears  from  the  lachrymal  sac. 
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